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ABSTRACT 
The aim of this study was to identify factors affecting facility-based delivery with the purpose of 
developing a framework for the promotion of facility-based delivery among women living in rural 
Ethiopia.  
Explanatory mixed methods design, comprising of four phases-the descriptive (quantitative), 
explorative (qualitative), meta-inference and development phases was employed. The 
quantitative phase was conducted first using a structured questionnaire to identify the variables 
influencing facility-based delivery care seeking behaviour. A sample of 389 responses were 
used for data analysis using Structural Equation Modeling.  The quantitative phase conducted 
next to explain the determinants that contributed to influencing facility-based delivery care 
seeking behaviour. Sixteen participants who were involved the first phase were involved in the 
follow-up second phase.  
As illustrated by the results of the study, the majority of women in the study areas continued to 
deliver at home, putting themselves at risk of dying from pregnancy related causes. As 
highlighted by the key findings from the quantitative and qualitative data of this study, the most 
influential factors in predicting and explaining delivery care seeking behaviour are response 
efficacy, attitude, subjective norm, and perceived behavioural control which are shaped by 
mothers’ confidence in the outcome, quality of care, interpersonal relations with family 
members, willingness to conform, access to services, and their decision making power. The 
way these findings emphasized the factors attitude, subjective norm and perceived behavioural 
control were consistent with the Theory of Planned Behaviour, while the significance of 
response efficacy was in line with Protection Motivation Theory. 
The study developed a framework to help promote facility-based delivery among mothers living 
in rural Ethiopia.  
 
KEY CONCEPTS 
Behaviour; integrated framework; intention; perceived behavioural control; perceived severity; 
perceived vulnerability; Protection Motivation Theory; response efficacy; subjective norm; 
Theory of Planned Behaviour. 
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CHAPTER 1 
ORIENTATION TO THE STUDY 
1.1        INTRODUCTION 
Delivery related morbidity and mortality remain an important global health concern. 
Estimates by World Health Organization (henceforth WHO) (WHO 2015a:16), indicate 
that global maternal deaths for 2015 were 303,000. While western nations have, in fact, 
became more strident in cutting down the maternal death.  However, by representing 
99% (302,000) of the 303,000 worldwide maternal deaths in 2015, women in poor 
nations keep on confronting high risks. Care seeking behaviour during delivery is 
globally considered vital for healthy pregnancy outcomes and prevention of maternal 
mortality (Tebekew, Mashalla, Thupayagale-Tshweneagae 2015: online). Giving birth 
is the most dangerous period in a woman’s and a child’s life with a risk of developing 
complications and life-long disability (Adinew, Assefa & Adinew 2018: online). As a 
result, serious delivery complication will have conceivably decimating outcomes on 
women and their families, and recuperation can be moderate, with enduring outcome 
(Worku, Yalew & Afework 2013:2).     
 
In the same document, WHO reported that African countries below the Sahara alone 
contributed 66% (201,000) of the deaths. Similarly, the report depicted that, as 
compared to developed countries, the proportion of the death of mothers for every 
100,000 live births is 20 fold higher in developing nations. The maternal mortality ratio 
is 45 fold greater in African countries below the Sahara (546 per 100,000 live births) 
than developed countries. For women living is the part of Africa below the Sahara, the 
risk of dying during their lifespan is one in 36 in contrast to about one in 4,900 in 
developed countries (WHO 2015b:16). 
 
Among several issues experienced by women during pregnancy, maternal death is just 
the tip of something larger. Maternal morbidity, which is “illness or disability caused by 
pregnancy related complications, is more prevalent and widespread than maternal 
mortality” (Hunt & De Mesquita 2012:4). For every maternal death, more than 30 
women experience illness related to pregnancy (United Nations Fund for Population 
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Activities (UNFPA) 2017: online) – and so, an estimated nine million women who 
survived their pregnancies experienced such adverse outcomes in 2015. 
 
Research has identified that the high proportion of maternal deaths emphasised the 
necessity for seeking maternity care from health institutions. For example, Hunt and 
De Mesquita (2012:4) report that three-fourth of the deaths could be averted if all 
mothers had utilised delivery care services for pregnancy and birth complications. 
Similarly, research findings by Graham, Bell, and Bullough (2001:122) indicate that as 
the proportion of skilled deliveries increase, the deaths of mothers seems to decrease 
by up to one third. 
 
Although many of pregnancy complications arise with little or no warning, almost all are 
preventable. Despite continued effort to increase accessibility of skilled birth 
attendance, numerous mothers continue opting home delivery even when the services 
are available (Crow, Utley, Costello & Pagel 2012:2). This shows that the process of 
deciding where to deliver is complex and driven by many determinants. According to 
Kebede, Hassen and Teklehaymanot (2016:464), there are several factors that impede 
mothers seeking delivery care from health care facilities, especially in rural settings. If 
these factors are not properly understood and health promotion interventions are not 
well designed, maternal morbidity and mortality will continue to remain top of global 
agenda. 
 
1.2        BACKGROUND 
This study has been conducted in rural areas of Ethiopia.  For the benefits of those 
who are unfamiliar with the country, below is given a brief discussion. The major health 
care services of the country are also presented.  The section further provides a brief 
description of maternal mortality in Ethiopia.  
 
1.2.1     Ethiopia as a country 
As can be seen in Figure 1.1, Ethiopia is found in East Africa. It consists of nine regional 
states, including the Oromia region in which this study was conducted, and two city 
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administrations (Ethiopian National Planning Commission 2016:18). The country 
borders Djibouti, Eritrea, Sudan, South Sudan, Kenya and Somalia. Its topographic 
features range from mountains like Ras Dashen at 4620 meters above sea level, down 
to Dalol, wich is the lowest point on earth at 110 meters below sea level. It has a 
population of 108,386,391 million in 2019 with an estimated urban population of only 
17%. (United States Central Intelligence Agency (CIA) 2019: online). The literacy rate 
of the country still remains low with only close to 40% of the population aged five and 
above is able to read and write (Ethiopian National Planning Commission 2016:9). The 




Source: World Atlas 2019 (http://www.worldatlas.com/af/et/where-is-ethiopia.html) 
 
With a yearly a mean growth of rate 10.8% from 2004-2015, the country’s economy 
growth eclipses the regional average of 5.4%. However, its Gross Domestic Product 
(GDP) per capita of $783 for 2017 is considerably lower as compared to the regional 
average (World Bank 2019: online). In terms of development, Ethiopia stands 173 out 
of 188 countries (United Nations Development Program (UNDP) 2018: online). 
 
1.2.2     Health care in Ethiopia 
In 2003, Ethiopia launched its flagship Health Extension Programme. The programme 
is a community level Essential Health Service Package of the country designed to 
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advance accessibility and quality in the health care system. The scheme is 
implemented by deploying two government-hired female health extension workers at 
each village (kebele) in the country (Ethiopian National Planning Commission 
2016:40). As of 2017, 38,000 health extension workers had been assigned in rural 
areas. These health extension workers spent up to 75% of their time conducting house 
to house visits providing counselling, give training, demonstration and educating 
families to adopt desirable health practices (Medhaniye, Spigt, Kifle, Schaay, Sanders, 
Blanco, Geertjan & Berhane 2012.2).  
 
The Ministry of Health report showed that, over the last two decades, the health 
indicators in Ethiopia have improved from one of the worst to one of the top performers 
in sub-Saharan Africa. For example, the life expectancy was 45 years in 1990. That 
figure is increased to 64 years in 2017 (Ethiopian Federal Ministry of Health 2014:23). 
Although encouraging results are gained in health related outcomes, as compared to 
the world average, people losing their lives from preventable diseases are enormous. 
Women and children are still dying. 
 
Considering these facts and the country’s commitment to global initiatives, Ethiopia 
launched the Health Sector Transformation Plan (HSTP) for a period of five years from 
2016-2020. The Health Sector Transformation Plan recognises reduction of the 
unacceptably high proportion of maternal death as one of its priority area of 
intervention. The plan particularly re-enforces the need for action to prevent maternal 
morbidity and mortality by improving health care utilisation of pregnant women 
(Ethiopian Federal Ministry of Health 2015:24).  
 
1.2.3     Maternal health in Ethiopia 
Estimates from WHO (2015b:72) and Tesema, Laurence, Melaku, Misganaw, Woldie, 
Hiruye, Amare, Lakew, Zeleke and Deribew (2017:4) estimates, yearly deaths of 
mothers in Ethiopia decreased only by 5,740 in the last two and half decades (WHO 
2015b:19). As shown in Figure 1.2, yearly deaths decreased from 16,740 in 1990 to 
11,000 in 2015. 
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Figure1.2: Maternal mortalities in Ethiopia, 1990-2015 
Source: World Health Organization (2015a:72), Tesema et al (2017:4) 
 
For reducing mothers’ deaths, increasing institutional deliveries is an important 
intervention mechanism (Central Statistics Agency of Ethiopia & ICF International 
2016:136). From 2000 to 2016, rural level institutional deliveries increased from 2% to 
20% while facility delivery women living in urban settings increased from 32% to 79% 
(Central Statistics Agency of Ethiopia & ICF International 2016:137). 
 
Although yearly deaths of mothers in Ethiopia showed some sign of decreasing in the 
last two decades, the country still reels from high maternal mortality. Of the total 
303,000 deaths globally in 2015, the country contributed 11,000 of the deaths (WHO 
2015b:19). 
 
Risk of dying from pregnancy runs with a high proportion; for instance, in Ethiopia the 
risk of dying from delivery related reasons during a woman’s life time is 1 for every 64 
women as compared to 1 woman for every 36 in sub-Saharan Africa and 1 woman for 
every 4900 in developed countries (WHO 2015b:52). Which means, the risk of dying 
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Furthermore, an estimated 330,000 women in Ethiopia who survived their pregnancies 
experienced chronic or acute morbidities in 2015 (UNFPA 2019b: online). For instance, 
the Demographic and Health Survey conducted in Ethiopia in 2016 reported that, of 
the 15,683 respondents of the age group 15-49-year olds, 63 (0.4%) reported suffering 
from obstetric fistula (Central Statistics Agency of Ethiopia & ICF International 2016: 
26). Women who experience delivery related complications usually require long 
recovery times and may face lasting consequences (UNFPA 2017: online). 
 
The Sustainable Development Goals (SDG) of the UNDP strives to decrease the death 
of mothers worldwide below 70 for every 100,000 live births (WHOb 2015:6). Ethiopia 
is required to make a minimum of 60% decrease in maternal deaths from 353 to 140 
for every 100,000 live births between 2016-2030 (Federal Democratic Republic of 
Ethiopia Report 2017:26).  According to the UNFPA, the way to reaching this ambitious 
objective is by providing all pregnant women with facility-based delivery health care 
services (UNFPA 2019: Online). 
 
1.3        STATEMENT OF THE RESEARCH PROBLEM 
Polit and Beck (2010:96) designate a research problem as “an expression of a 
problematic situation” that includes the issues that need to be addressed, while it is the 
view of Burns and Grove (2005:98) that a “research problem is an area of concern for 
a specific population, indicates the significance of the problem, provides a background 
for the problem and outlines the need for additional research”.  
 
During a woman’s life time, child birth is a vital event and represents a time of intense 
vulnerability with a very high risk of death due to delivery complications (Adinew et al 
2018: online). Since delivery complications arise with little or no warning, “seeking care 
from a skilled delivery care provider has been identified as the most important 
intervention in safe motherhood programmes” (UNFPA 2017: online). 
 
As part of the government initiatives, the number of health care facilities in Ethiopia 
increased considerably between years of 2005 and 2015. The number of health posts 
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raised from 8,528 to 16,480, while health centres and hospitals increased from 690 to 
3,562 and from 88 to 241, respectively (Assefa, Van Damme, Williams & Hill 2017: 
online). From 2005 to 2015, the number of doctors increased from 2,325 to 6,570 while 
the number of health extension workers increased by 38,000 from the 2000 level 
(Assefa et al 2017: online). As a result, 94% of the population has access to primary 
health care services (Adinew et al 2018: online). Besides, delivery care services have 
been made free and ambulance services were made available for free in every rural 
district to transfer woman in labour to appropriate healthcare facilities (Adinew et al 
2018: online; Godefay, Kinsman, Admasu & Byass 2016: online).  
 
Despite all these activities to advance maternal health, the share of pregnant women 
that delivered in a maternity ward had only increased from 5% in 2005 to 26% in 2015 
(Assefa et al 2017: online). An estimated 74% of deliveries in Ethiopia take place 
outside maternity service providers (Central Statistics Agency of Ethiopia & ICF 
International 2016:137) and mothers’ death remains high at 353 for every 100,000 live 
births (United Nations Children’s Emergency Fund (UNICEF)a 2019: Online). 
 
As noted by various researchers (for example, Adinew et al 2018: online; Crissman, 
Crespo, Nimako, Domena, Engmann, Adanu & Moyer 2011:161; Warren 2010:103), 
increasing the availability of maternity services does not guarantee utilisation. Since 
availability of delivery care services are only useful if utilised by the target population, 
understanding the cognitive factors that lead to these problematic practices and 
devising a framework for promoting facility-based delivery is imperative for building a 
responsive maternity services and improving women’s health outcomes. To the best of 
the researcher’s knowledge, there has not been any framework developed for 
promoting facility-based delivery by using social cognition models as basis for 
understanding the determinants of delivery care seeking behaviour. 
 
1.4        PURPOSE OF THE STUDY 
The aim of this explanatory sequential mixed method study was to analyse the 
cognitive factors contributing to lower use of facility-based delivery by obtaining 
 8  
 
quantitative results followed-up with a qualitative component (QUAN-qual) with a 
purpose of developing a framework for promoting facility-based delivery among women 
living in rural Ethiopia. 
 
1.4.1      Research objectives 
The objectives of the research were to: 
 identify factors significantly influencing facility-based delivery among women 
living in rural Ethiopia. 
 explain the factors that significantly influence facility-based delivery among 
women living in rural Ethiopia. 
 obtain validated meta-inferences to inform the development of a framework to 
promote facility-based delivery among women living in rural Ethiopia. 
 develop a framework to promote facility-based delivery among women living 
in rural Ethiopia. 
 
1.4.2     Research questions 
According to Subedi (2016:571), “Once the objectives of the research are enunciated, 
researchers can derive specific questions and hypothesis”. In a mixed method design, 
research questions are deemed important as they drive the selection of research 
method (Subedi 2016:571). The central research question for this research was “which 
factors would promote delivery care seeking behaviour in rural Ethiopia?” 
 
The specific research questions that the study intended to answer were: 
 What are the factors significantly influencing facility-based delivery among 
women living in rural Ethiopia? 
 How do the themes mentioned by the rural women help to explain the significant 
factors identified in the quantitative phase? 
 What are the meta-inferences that inform the development of a framework to 
promote facility-based delivery among women living in rural Ethiopia? 
 Which factors should be included in the framework to promote facility-based 
delivery among women living in rural Ethiopia? 
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1.5        SIGNIFICANCE OF THE STUDY 
Thousands of deaths and morbidities could be avoided if all pregnant women actively 
seek care from healthcare facilities during delivery. Despite the risks, less than one-
fifth of pregnant women in Ethiopia delivered in a health institution (Central Statistics 
Agency of Ethiopia & ICF International 2016:24). Given the magnitude of the problem, 
it is imperative to understand theoretically based variables that lead to these 
problematic practices and develop a framework for promoting delivery care seeking 
practices. 
 Significance to pregnant women. The integrated framework developed may 
contribute to improving demand for seeking delivery care from a health care 
facility. 
 Significance to researchers. Findings may contribute to the understanding of 
delivery care seeking behaviour by providing researchers with a replicable 
theoretical framework.  
 Significance to health practitioners. The research may assist health care 
professionals in implementing of theory-based behaviour change interventions 
for improving delivery care practices by rural women. 
 Significance to the body of knowledge. Because of its mixed methods design, 
the study may provide useful results by identifying the predicting power of factors 
contributing to and/or impeding delivery care seeking behaviour, and, then, by 
exploring the participant’s views regarding the statistical findings in more depth. 
 
1.6        FOUNDATIONS OF THE STUDY 
According to Rehman and Alharthi (2016:51), “a paradigm implies a pattern, structure 
or system of scientific and academic ideas, values and assumptions”. Klenke 
(2016:180) points out that each paradigm makes assumption in three dimensions: 
suppositions about the real world or ontology, how information is developed or 
epistemology, and axiology - a scientist strategy for choosing research participants, 
methods, data collection, analysis and interpretation. 
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1.6.1       Assumptions  
A variety of philosophical underpinnings are utilised to support mixed methods research 
(Mesel 2013:752). According to Creswell and Plano Clark (2007:30), a perspective can 
be chosen to support mixed method research. This would pragmatism, transformative 
approach or critical realism. For pragmatists, the research problem is the most 
important to reveal the answer (Subedi 2016:571).  
 
Ontologically, the realist accepts that there is an outside world free of our minds (Subedi 
2016:571; Lavelle, Vuk, and Barber 2013:273). Ontologically the outside world exists 
independent of our thinking (Subedi 2016:571; Lavelle, Vuk, & Barber 2013:273). 
Epistemologically researchers can be both objective and subjective. Conversely, a 
transformative methodology looks to perceive social contrasts and unfairness all 
through the whole research process (Creswell 2014:16). Critical realism acknowledges 
that reality can best be comprehended by examining the numerous viewpoints to create 
deeper comprehension (Scotland 2012:13). In this research a pragmatic approach is 
applied. 
 
1.6.2        Theoretical foundation of the study 
In order find factors determining health behaviours, many Social Cognition Models 
have been proposed through decades of researches (Abraham, Sheeran & Henderson 
2011:625; Conner & Norman 2005:8). Social Cognition Models prominently comprise 
the Health Belief Model, Protection Motivation Theory, Social Cognitive Theory, Theory 
of Reasoned Action, and Theory of Planned Behaviour. Armitage and Conner 
(2001:473) distinguish these group of cognition models as motivational models. These 
models include motivational factors like intention, that influence adoption a particular 
health behaviours.  
 
Two motivational theories, namely the Protection Motivation Theory and the Theory of 
Planned Behaviour, were applied in this study to understand factors associated with 
facility-based delivery because of five important reasons: 
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 The Protection Motivation Theory is a revision and extension of the Health Belief 
Model and incorporates variables which have been excluded from HBM, such 
as protection motivation (intention). It also includes self-efficacy which predicts 
behaviour very well (Norman, Boer and Seyde 2005:83).  
 The Theory of Planned Behaviour was created by applying the exact same 
framework of The Theory of Reasoned Action by including behavioural control 
as a factor for determining intentions and behaviour (Ajzen& Driver 1991:185).  
 Although Social Cognitive Theory was used extensively for predicting various 
health related behaviours, many of its applications are related to self-efficacy 
rather than all components (Conner & Norman 2005:19).  
 From the review of literature, the models with strong support are Protection 
Motivation Theory and Theory of Planned Behaviour.  
 Although the Protection Motivation Theory and the Theory of Planned Behaviour 
have been in other behaviours, there have been virtually no application in 
delivery care seeking domain in a resource poor contexts such as Ethiopia.  
 
The models will be presented in detail in chapter 2. 
 
1.7        Clarification of key concepts 
A particular word has a particular meaning on contextual bases. Therefore, the 
following key concepts are defined and described for the purposes of common 
understanding, and then applied to this particular study. 
 
In this study, the dependent variable is behaviour while the independent variables 
include intention to deliver in health facility, perceived severity, perceived susceptibility, 
response efficacy, self-efficacy, attitude, subjective norm and perceived behavioural 
control. 
 
1.7.1      Behaviour 
Health behaviour indicates engagements to improve or sustain health (Gochman 
1997:3). Al-Ghaith (2016:125) and the WHO (1998:8) define behaviour as “an activity 
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undertaken by an individual for the purpose of promoting, protecting or maintaining 
health”. In this study behaviour refers to a pregnant woman’s self-reported place of 
delivery. Behaviour is measured using dichotomous responses representing whether 
the respondent place of delivery is home or health care facility. 
 
Intention 
From a psychological perspective, Al-Ghaith (2016:125) and Ajzen (1991:179) define 
intention as representing the motivation required to do the recommended practice. In 
this study intention denotes the decision of a woman to utilise health care services for 
delivery. As recommended by Francis, Eccles, Johnston, Walker, Grimshaw, Foy, 
Kaner, Smith and Bonetti (2004:8), intention is measured by four items which are 
expected to assess the factors that influence delivery care seeking behaviour, 
including: the desire to perform the behaviour (want), the self-instruction individuals 
give themselves to act (decide), the time-frame to act (plan), and the level of effort they 
would be ready to apply to execute the behaviour (intend), which then turn into 
intentions to act, which direct action (Ajzen 1991:181; Bagozzi 1992:178). 
 
In this study, item responses pertaining to the construct “intention “were summed up to 
get a collective value that shows how strong the motivation is. A high score represents 
a strong intention, whereas a low score represents a weaker intention. 
 
Perceived vulnerability 
Perceived vulnerability is a conviction about the probability of an illness happening (Al-
Ghaith 2016:125; Rimer 2008:47). In this study perceived vulnerability refers to the risk 
the woman perceive she is at because of not seeking delivery care from a health facility. 
The response to the items were added up to measure the strength of perceived 
vulnerability. A high score shows a high level of perceived vulnerability and vice versa. 
 
Perceived severity 
The term perceived severity is the belief about the seriousness an illness (Al-Ghaith 
2016:125; Rimer 2008:47). In this study perceived severity refers to a woman’s 
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assessment of the gravity of the outcomes of not seeking delivery care from heath 
facility. The response was added to represent the strength of perceived severity. A high 




The term response efficacy is the perception that the suggested health action will 
actually avoid the threat (Al-Ghaith 2016:125; Schwarzer & Luszczynska 2008:141). In 
this study response efficacy refers to woman’s belief that seeking delivery care from a 
health facility will actually avoid illness and death from pregnancy complications. The 
answers were a to gain a value showing the strength of response efficacy. A high score 
shows a strong of response efficacy. A low score indicates a weak response efficacy. 
 
Attitude 
Attitude referes to an “individual’s positive or negative evaluation of performing a 
particular behaviour of interest” (Khadivzadeh, Hoseinzadeh, Azhari, Esmaily, Akhlaghi 
& Sardar 2016:655; Kiriakidis 2015: online). In this study attitude shows an appraisal 
of pursuing delivery care from a health facility. The replies to the items concerning 
“attitude” were added to obtain the score showing the level of attitude. A big value 
implies a positive attitude, whereas a small value implies a negative attitude. 
 
Subjective norm 
Subjective norm indicates to an assessment of the pressure from the collective 
environment to practice (or not to practice) a particular behaviour (Khadivzadeh et al 
2016:655; Kiriakidis 2015:41; Ajzen 2015:128). In this study subjective norm denotes 
of the perceived pressure from the important others to seek or not to seek maternity 
care. The responses were summed up to obtain a collective score showing the level of 
subjective norm. A strong subjective norm is a result of high score while a weaker 
subjective norm is a result of low score. 
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Perceived behavioural control  
Perceived behavioural control shows the perception an individual has about the 
capability of executing the health behaviour (Khadivzadeh et al 2016:655; Kiriakidis 
2015:41; Ajzen 2015:118). In this study perceived behavioural control shows the belief 
a woman has about the level of difficulty of seeking delivery care from a health care 
facility. The responses were added up to reach a value showing the strength of 
behavioural control. A high score speaks a strong control of the behaviour. Whereas a 
low score represents a weaker control of the behaviour. 
 
Health care facility  
Health care is described by the Oxford Advanced Learner’s Dictionary (2019: online) 
as “service of providing medical care” and facility as “a place, usually including 
buildings, used for a particular purpose or activity”. Health care facilities are hospitals, 
primary health-care centers, isolation camps, burn patient units, feeding centers and 
others (WHO 2019: online). In this study health care facility refers to any health care 
facility that provide delivery care services. 
 
Care seeking behaviour  
Care is described by the Oxford Advanced Learner’s Dictionary (2019: online) as “the 
process of caring for somebody/something and providing what they need for their 
health or protection” and seeking as “try to obtain or achieve something”.  Care seeking 
behaviour alludes to any activity embraced by people who consider themselves to have 
a medical issue to get cure (Latunji & Akinyemi 2018:52). In this study care seeking 
behaviour shows the action by pregnant women to seek delivery care services from a 
health facility.  
 
Integrated framework  
The Oxford Advanced Learner’s Dictionary (2019: online) defines integrated as “in 
which many different parts are closely connected and work successfully together” and 
“framework as a set of beliefs, ideas or rules that is used as the basis for making 
judgements, decisions, etc.”.  In this study integrated framework refers to a framework 
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drawing from the Protection Motivation Theory and the Theory of Planned Behaviour 
aimed at promoting facility-based delivery among rural women in Ethiopia. 
 
1.8        RESEARCH SETTING 
Finfinnee Special Zone is found in Oromia region in Ethiopia, surrounding Addis Ababa, 
the capital of Ethiopia. Finfinnee Special Zone has a population of 1,964,038 of which 
85% are living in rural areas (Guyo & Tamir 2014:11). The study was done in the Barak 
district of Finfinnee special zone. The district has an area 1,374.6 square kilometers 
and is found 40 km outside of Addis Ababa (Guyo & Tamir 2014:11). Figure1.3 shows 
the location of Barak district. 
 
 
Figure1.3: Location of Barak district 
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1.9        RESEARCH PROCESS AND APPROACH 
Research methods are the instruments and/or tools that the researcher employs whilst 
administering any form of inquiry (Kumar 2011:20). It is essential that the method 
selected by a researcher is one “which is appropriate to the task, is commensurate with 
their skills set and is one which has more strengths and less weaknesses than others 
that have been employed” (Almalki 2016:290). 
 
The study utilised an explanatory mixed method design that used sequential 
quantitative and qualitative methods.  Table 1.1 provides a summary of the research 
methodology which will be described in more detail in chapter 4.     
 
Table 1.1: Summary of the research methodology 
OBJECTIVE DESIGN DATA SOURCE DATA ANALYSIS 
Identify factors significantly 
influencing facility-based delivery 
among women living in rural 
Ethiopia. 
Quantitative Survey Structural equation 
modeling, literature 
control 
Explain the factors that 
significantly influence care 
seeking behaviour among women 
living in rural Ethiopia. 
Qualitative Semi-structured interview  Thematic analisis, 
literature control 
Obtain validated meta-inferences 
to inform the development of a 
framework 
Qualitative Structural equation 




Develop a framework Qualitative Meta-inferences Framework 
deveopment 
 
According to Burns and Grove (2005:23), quantitative research is a procedure in which 
numbers are employed to get data. On the contrary, qualitative research is a naturalistic 
paradigm which assumes that multiple realities exist and that research participants live 
in their own realities. Qualitative research aims to explore the phenomenon that is being 
associated as those who participate in the research experience it (Denzine & Lincoln 
1994:2). Leading an investigation in the naturalistic situation implies that the analyst 
doesn't control or change the setting (Barus & Grove 2007:352). The naturalistic 
setting, according to Polit and Beck (2005:57), is the place where people live, their 
homes or their places of work. Qualitative researchers are interested in the contexts in 
which people find themselves and what they experience.  
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This design aided the researcher to identify the specific predictors significantly 
determined delivery care seeking behaviour in the quantitative study and focus inquiry 
in the next phase to explain why those variables, identified in the next phase, 
contributed to and/or impeded delivery care seeking behaviour for more in depth 
qualitative analyses. 
 
From figure 1.3, it can be seen that the study utilised four phases, namely a descriptive 
phase, an explorative phase, a meta-inference phase and, lastly, a phase referred to 
as a framework development phase.  
 
 
Figure 1.4: Research process and approach of the study 
 
Phase one:  Descriptive phase 
As the study utilised an explanatory mixed methods design, the quantitative component 
was completed first. This stage of the study involved using a structured questionnaire 
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to identify factors significantly influencing facility-based delivery among women living 
in rural Ethiopia. (Objective 1). 
 
Phase two:  Explorative phase 
Individual semi-structured interviews were applied on purposely selected women who 
involved in the first phase to help explain the factors that significantly influenced 
decisions to seek health care for delivery. (Objective 2). 
 
Phase three:  Meta-Inference phase 
This phase is the stage where integration of the quantitative and qualitative studies 
(phases one and two) occurred to obtain validated meta-inferences. (Objective 3). 
 
Phase four:  Development phase 
This phase is focused on the development of the framework for promoting facility-
based delivery among women living in rural Ethiopia. (Objective 4). 
 
1.10  MEASURES TO ENSURE VALIDITY, RELIABILITY AND 
TRUSTWORTHINESS 
Reliability is bothered about the consistency of measurement results (Taherdoost 
2016:33). The measurement items were subjected to internal consistency measures 
as proposed by Botma, Greef and Mulaudzi (2010:177).  
 
Validity determines the level of relationship that exists between a variable and its 
matching indicators. It also shows how much the items intended to measure a construct 
actually mirror the construct they were supposed to measure (Taherdoost 2016:28; 
Botma et al   2010:175). Validity is determined by assessing external, convergent, 
discriminant and nomological validities. 
 
Establishing trustworthiness in a study refers to ensuring the study’s qualitative findings 
are accurate, and the argument for these findings is accurate (Botma et al 2010:233). 
According to Anney (2014: 276), four factors should be addressed when ensuring 
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trustworthyness: credibility, transferability, dependability, and confirmability. Table1.1 
summarises how reliability, validity and trustworthiness are ensured in the study. 
 
Table 1.2: Summaries of methods for ensuring reliability, validity and trustworthiness 
Phase Method Aspects of Quality 
Control 
Means of Quality Control 
1 Quantitative 
(Phase 1) 
Reliability Cronbach’s alpha reliability 
coefficients 
Validity  
External validity As the respondents were 
selected from a single district, 
quality is controlled by 
restricting claims about 
groups to which the results 
cannot be generalised. 
Convergent validity Factor loadings, AVE, CR 
Discriminant validity Average variance extracted 
compared with squared inter-
construct correlations  
Nomological validity Latent constructs are related to 




Credibility Triangulation and thick 
description. 
Transferability Thick description. 
Dependability Description of the methods of 
data gathering, data analysis 
and interpretation, thereby 
enabling a future researcher 
to repeat the work. 
Confirmability. In-depth methodological 
description to allow integrity of 
research results to be 
scrutinised. 
 
1.11      ETHICAL CONSIDERATIONS 
Beneficence, respect for persons and justice are the three key standards the Belmont 
Report enunciated for research (Shore 2007: 10: Mueller & Hook 2006:79).  
The standards are the norms on which the basic guideline is based and research 
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Table 1.3: Ethical principles according to the Belmont Report as applied in this study 
PRINCIPLE APPLICATATION TO THIS STUDY 
The Principle of Beneficence suggests that 
advantages of participants ought to exceed any 
damage to members (Shore 2007:8) 
 
The principle of beneficence is upheld in 
this study in the following way 
a. Freedom from harm refers to the various kinds 
of harm that may damage participants. These 
include physical, psychological, sociological and 
economic harm 
a. Each data collection session was 
conducted in private at each participant’s 
home where the environment was safe and 
comfortable. In addition, no question that 
could be understood as undermining was 
inquired. Every member was allowed a 
chance to pose inquiries before and after 
data collection. 
 
b. Freedom from exploitation denotes the 
obligation not to place any of the participants in a 
compromising situation or at any risk of 
disadvantage by exposing them to situations over 
which they have no control and for which they 
have not been prepared 
b. Data collectors clarified the reasons for 
the study as well as the content of the 
informed consent. It was likewise made to 
the members that the information will be 
gathered uniquely for reasons of the 
research. 
 
c. Benefits from the research refer to the 
erroneous perception on the part of some 
participants that some personal benefit might 
accrue to them from their involvement in the 
research 
c. Every participant was informed that no 
benefit would be available to them from their 
cooperation in the investigation. 
 
d. Risk-benefit ratio gives the researcher some 
idea of the extent to which participants are 
exposed because of the study are commensurate 
with the benefits that society will obtain because 
of the knowledge and insight that the study 
produces 
d. Albeit none of the participant was profited 
directly from this investigation, the findings 
of the study will make important 
contributions to improve maternal wellbeing 
in rural communities 
The Principle of Respect and Human Dignity  
implies that researchers should regard members 
as autonomous with the privilege to be kept 
informed regarding the procedure and that their 
privacy must be respected (Macfarlane 2009:15). 
The principle of respect and human 
dignity is ensured in the following way 
a. The right to self-determination includes the 
participants' privileges to be considered as 
independent entities who are able to decide for 
themselves. They reserve the option to to or not to 
participate in the research without the danger of 
bringing about any punishment or biased 
treatment. Participants likewise reserve the option 
to pose inquiries, the privilege to request 
explanation, and the privilege to decline to give 
information, and the privilege to terminate 
participation. 
a. The data collectors ensured that 
participants first grasped the processes of 
the study and afterward voluntarily 
consented to participate with the 
understanding that there is the choice to go 
out from the study any time. Informed 
consent was acquired from every member. 
Anonymity of participants and confidentiality 
of the information obtained is ensured. 
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b. The right to full disclosure requires full 
depiction of the study to participants, and to clarify 
the dangers and benefits that the circumstances 
of such an investigation would present 
b. Firstly, the research and its objectives 
were fully disclosed in writing to Oromia 
Health bureau and clearance was obtained 
and was explained to each participant before 
commencing the data collection and 
informed consent was obtained. 
The principle of justice implies that the choice of 
participants should be fair and those who are 
approached to take part ought to benefit from it. 
Investigators have ethical commitment to maintain 
equity by applying reasonable criteria to choose 
people who ought to be incorporated or rejected 
from the research (Macfarlane 2009:15). 
 
The principle of justice is ensured in the 
following way 
Fair and non-discriminatory selection of 
participants was conducted through random 
selection strategy so that any concomitant 
risks and benefits is equitably shared and 
spread throughout the research sample. 
Participants were given access to research 
personnel at any time during the study so 
that they can clarify what they did not 
understand 
 
1.12      LAYOUT OF THE STUDY 
The thesis comprises of seven chapters. Chapter one presents orientation to the 
current research. The research background and problem are similarly provided in this 
chapter. It also presents the aim, objectives, research questions, significance of the 
study, and definition of terms. This chapter also sets out the theoretical foundation of 
the study and concludes with the presentation of the scope of the study and structure 
of the dissertation.  
 
Chapter two presents the major social cognition models, and then presents the 
conceptual framework of the study developed using these models a base. Chapter 
three exhibits a critical review of relevant literature related facility-based delivery. 
Chapter four describes the methodology applied in the study.  
 
Chapter five sets out the findings of the quantitative (descriptive) and qualitative 
(explorative) studies. The chapter also integrates the data across the quantitative and 
qualitative studies to obtain meta-inferences. Chapter six presents the framework 
developed to promote facility-based delivery among women living in rural Ethiopia. 
And, Chapter seven concludes the study by providing contributions and limitations of 
the study, limitations of the study and personal reflections. 
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1.13       SCOPE AND LIMITATIONS OF THE STUDY 
The contribution of any study must be evaluated with consideration to its scope and no 
exception is given to this research. The study was conducted in Barak district central 
in Ethiopia. It did not include other districts. Because of this, the findings of this study 
cannot be generalised but could be transferable to a similar setting. The framework can 
be applied to similar settings and other health problems with adjustments. Besides, the 
study employed an explanatory sequential mixed method design, and therefore, the 
causal inferences about the relationships among variables cannot be legitimately 
offered.  
 
1.14        CONCLUSION 
This chapter presented maternal mortality situation in Ethiopia, illustrating maternal 
deaths and illnesses remain major health problems in the country. That women in rural 
Ethiopia do not deliver in health centres. It was also discussed in this chapter that, 
although great concern over maternal deaths exists, no exact model has been 
developed for promoting delivery care seeking behaviour. 
 
The study intended to find factors associated with facility-based delivery with a purpose 
of developing a health promotion framework designed for women living in rural 
Ethiopia. 
 
This chapter also presented the research questions, significance of the study, and 
definition of terms. An overview of the research methodology and ethical considerations 
were provided. The chapter concluded with the presentation of the scope and structure 
of the study. 
 
The next chapter will present the conceptual framework of the study. 
  




2.1        INTRODUCTION 
Theory directs research to identify why individuals do or don't participate in certain 
behavioural practices. It also enables pinpoint what health promoters need to know 
before they put in place health promotion initiatives (Collins & Stockton 2018:5). 
“Utilising a theory as guide for behaviour change programming is steady with the 
present accentuation on utilising proof based interventions” (Shelton 2014:253). 
 
Social cognition models describe the significant factors that differentiate between 
individuals exercising and not exercising behavioural practices (Abraham et al 
2011:626). This line of reasoning is established on the supposition that behaviour is 
best comprehended as an element of individuals' view of the real world, as opposed to 
the objective characterizations of the real world (Conner & Norman 2005: 19). 
 
This chapter first presents the major social cognition factors that affect behaviours 
related to health (Abraham et al 2011:626; Armitage & Conner 2000:173) as well as 
the conceptual framework of the study. 
 
2.2        SOCIAL COGNITION MODELS 
Social cognition models noticeably incorporate the Health Belief Model (HBM), 
Protection Motivation Theory (PMT), Social Cognitive Theory (SCT), Theory of 
Reasoned Action (TRA), and Theory of Planned Behaviour (TPB). Armitage and 
Conner (2000:173) recognise these group of models as motivational models and they 
contend that these models focus on the persuasive variables, such as intention, that 
support choices to execute or not to execute a certain behaviours. 
 
The occurrence of behavioural practices changes across social groups. There are 
behavioural distinctions among individuals and a portion of these distinctions are 
related to socio-demographic factors (Conner & Norman 2005:19). This may indicate 
that socio-demographic variables are at the center of health promotion programmes to 
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change health related practices (Conner & Norman 2005:19; Armitage & Conner 
2000:173). 
 
However, demographic and social factors are not promptly open to modification and 
necessitate strategic level decisions at country or international levels (Conner & 
Norman 2005:19). Therefore, increasing focus was given by researchers to social 
cognition variables that may describe personal variations in practices related to health 
that have as of late been attributed to socio-demographic variables. From a health point 
of view, this is of specific significance, given that these factors are conceivably more 
amiable to change than socio-demographic factors (Armitage & Conner 2000:173). 
Cognitive elements of health related practices therefore are recognized as important 
aspects of health communication research (Conner & Norman 2005:6).  
 
2.2.1     Health Belief Model 
The Health Belief Model (HBM) is the earliest and one of the most broadly utilised social 
cognitive model (Armitage & Conner 2000:173). The Health Belief Model incorporates 
six determinants. These determinants are perceived susceptibility, perceive severity, 
perceived benefits, perceived barriers, and cues to action. As a rule, each of the six 
parts are viewed as autonomous indicators of health behaviour (Armitage & Conner 
2000:173). 
 
People tend to carry out a specific activity if they perceive existence of a diseases 
thereat; if there are health benefits as a result of the action; If the barriers are few and 
manageable (Werle 2011: online; Armitage & Conner 2000:173). Similarly, in health 
motivated individuals, practice is more likely. According to Conner (2010:23), health 
motivation alludes to disparities between people in the value they connect to their 
wellbeing and their tendency to be persuaded to think about their wellbeing. People 
with greater intent take care of themselves and are bound to embrace relevant health 
practices. Cues to action may likewise incite execution of the behaviour. Cues to action 
incorporate various triggers to the individual making a move to take action (Armitage & 
Conner 2000:173). 
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Regardless of its huge constraints, the HBM is used to promote health and scientists 
have utilized the model as a theoretical framework for research (Werle 2011: online). 
The Health Belief Model is not quite the same as comparable models in that there are 
no exacting rules with respect to how the various factors predict various behaviours. 
Rather the HBM suggests that the discrete factors add up to predict health practices 
(Diddana, Kelkay, Dola & Sadore 2018: online; Sheeran & Abraham, 1996:23). Werle 
(2011: online) likewise concurs that the main limitation of the HBM is its supposition 
that the factors will straightforwardly affect behaviour.  
 
In addition, the HBM suggests a list of factors acting simultaneously and with a similar 
significance in affecting a behaviour. Comparative theories recommend a consecutive 
order and suggest that, before weighing the importance of an activity, individuals 
assess the current risk through apparent seriousness of the disease (Werle 2011: 
online). The HBM core presumption that individuals had precise information about 
wellbeing dangers and viable ways to lessen the dangers has been reprimanded for its 
deficiency (Werle 2011: online). Likewise, other factors, like motivation, cultural and 
traditional practices and behavioural control, have not been considered in Health Belief 
Model (Conner & Norman 2005:19) 
 
2.2.2     Protection Motivation Theory 
The Protection Motivation Theory was initially forwarded to give a framework to the 
comprehension of fear appeals (Werle 2011: online). The theory   gives strong 
emphasis on the cognitive factors intervening in changes in human behaviour.  Latter, 
it was extended to be a broad communication theory to persuade individuals to take 
action by eliciting fear elements. (Rogers 1983:158; (Werle 2011: online). 
 
The Protection Motivation Theory assumes that the motivation to take an action (e.g., 
skilled delivery care seeking) is reliant on four primary elements, namely, perception of 
vulnerability, perception of severity, response efficacy and self-efficacy. These 
elements can be assembled into two cognitions: the threat appraisal and coping 
appraisal. Danger examination depends on an individual’s assessment of susceptibility 
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to that particular health problem and seriousness of the health problem in a 
fundamentally the same as in the HBM (Armitage & Conner 2000:173). Coping 
appraisal includes the way toward evaluating the practical options which may reduce 
the risk. Coping appraisal is thought to be established on two parts: the belief that 
completing a practice can eliminate the risk (response efficacy) and an individual’s 
capacity to effectively implement the recommended practice (self-efficacy).  Together 
these two evaluation forms bring about either positive or negative reactions (Armitage 
& Conner 2000:173). 
 
The Protection Motivation Theory is very like the Health Belief Model. In fact, Protection 
Motivation Theory is an amendment and augmentation of the Health Belief Model which 
incorporates various evaluation processes, including the concept of self-efficacy 
(Armitage & Conner 2000:173).  According to Werle (2011: online), the Protection 
Motivation Theory takes all of the variables of the Health Belief Model and directly 
measures perception of severity and perception of susceptibility. The response efficacy 
shows the effects of the barriers and the benefits of the recommended action. The 
change lies how the factors are evaluated (Armitage & Conner 2000:173). The 
Protection Motivation Theory recommends that individuals assess a preventive 
practice through two successive procedures: first the threat itself and the coping 
mechanisms are assessed. Next comes perceived self-efficacy.  
 
In spite of the fact that, the Protection Motivation Theory has been less applied than 
Health Belief Model, it has the potential to account for health behaviour determinants 
and has been used for making decisions and promoting positive health practices (Werle 
2011: online). On the other hand, the Protection Motivation Theory has been receiving 
less criticism than the Health Belief Model. However, many of limitations of the Health 
Belief Model also apply to the Protection Motivation Theory (Diddana, Kelkay, Dola & 
Sadore 2018: online). For example, the Protection Motivation Theory considers that 
people are reasonable information processors and excludes contextual factors (like the 
role of significant others). The Protection Motivation Theory was also criticised for not 
considering how change in attitudes may occur (Block & Keller 1997:295). 
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Furthermore, the Protection Motivation Theory’s assumption that all the variables are 
similarly significant in deciding intention is shown to be inadequate (Werle 2011: online; 
Block & Keller 1997:295). 
 
2.2.3     Social Cognitive Theory 
Goal, self-efficacy and outcome expectancies are the main elements of Social 
Cognitive Theory (Armitage & Conner 2000:173). Goals represent a mission to take 
action and can considered a motivation to exercise the recommended behaviour (as in 
Protection Motivation Theory, Theory of Reasoned Action and Theory of Planned 
Behaviour). “Outcome expectancies are similar to behavioural beliefs in the Theory of 
Planned Behaviour but here are split into physical, social, and self-evaluative 
depending on the nature of the outcome considered” (Armitage & Conner 2000:173). 
Self-efficacy shows the capacity to practice the recommended behaviour and can also 
be found in Protection Motivation Theory (Armitage & Conner 2000:173). The theory 
postulates that, if an individual has the perception that he/she has the control of the 
outcome, there are minimal obstacles, and trust in capacity, he/she will act (Armitage 
& Conner 2000:173). 
 
Social Cognitive Theory has been effectively utilised in measuring various behaviours 
and intentions. However, unlike other models, a significant number of the uses of Social 
Cognitive Theory just evaluate a couple of parts of the model (usually self-efficacy) as 
opposed to all its segments. Self-efficacy and intention have been seen as the most 
significant indicators of behavioural practices in different research studies (Armitage & 
Conner 2000:173). Similarly, Aleselaimi (2010:24) contends that, where research has 
used all its components, in the majority of cases only self-efficacy seemed a good 
indicator of recommended practices (Armitage & Conner 2000:173). In addition, the 
role of self-efficacy in other communication theories (including the Protection Motivation 
Theory and the Theory of Planned Behaviour) portrays self-efficacy as the more 
significant element rather than the whole Social Cognitive Theory as such (Armitage & 
Conner 2000:173). 
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Alternatively, there are scholars who argue that the complexity of the Social Cognitive 
Theory is also considered as its weakness as it limits its applicability. For example, 
according to Armitage and Conner (2000:173), one of the problems with the Social 
Cognitive Theory is its complexity. In several stages of the theory, reciprocal 
relationships were included. This makes the model hard to test since it infers that an 
adjustment in one variable will prompt a change in another variable (Armitage & Conner 
2000:173). 
 
2.2.4     Theory of Reasoned Action 
The Theory of Reasoned Action depends on the reasoning that motivation to act is a 
precursor of a specific health behaviour (Armitage & Conner 2001:471). Intention is the 
inspiration to take a certain action. Therefore, a person with high motivation exerts 
effort to perform a specific behaviour than a those with low motivation (Armitage & 
Conner 2000:173). Peoples intentions are affected by their attitudes and the prevailing 
subjective norms (global perception of social pressure) about behavioural performance 
(Armitage & Conner 2001:471). 
 
The Theory of Reasoned Action has been utilized in various researches across many 
behaviours, such as health risks and protection behaviours (Conner, McEachan, 
Lawton & Gardner 2017:140), behaviour-based dietary interventions (Hackman & 
Knowlden 2014:101), physical activity (Hagger & Chatzisarantis 2002:3), condom use 
(Sutton 1998:1317), eating behaviour (Pender & Pender 1986:15) and infant feeding 
(Manstead, Proffitt & Smart 1983:657).  
 
A number of Meta-analysis studies have affirmed theory of reasoned action and its 
utilisation. For example, a study by Hagger and Chatzisarantis (2002:3) reviewed 72 
studies and the findings showed that more variance was accounted for by the Theory 
of Reasoned Action and Theory of Reasoned Planned Behaviour in physical activity 
intentions and behaviour. A separate investigation by Sheppard, Hartwick and 
Warshaw (1988:325), reviewed 87 separate studies involving 174 behaviours to 
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assess the efficacy of the Theory of Reasoned Action. The authors found the Theory 
of Reasoned Action to be incredibly well in predicting behaviours and intentions. 
The major drawback is that it assumes that many behaviours under the will of 
individuals. As a rule, behavioural practices are considered to be under volitional 
control when they can be practiced at will, and are not speeded up or obstructed by 
individual or contextual factors (Ajzen 1985:122). If variousindividual or contextual 
factors influence execution of behaviour, then, intentions may not be good predictors 
of behaviour (Morwitz 2012:199; Klosky, Tyc, Hum, Lensing, Buscemi, Garces-Webb 
& Hudson 2010:433; Ajzen & Fishbein 1977:892). 
 
2.2.5     Theory of Planned Behaviour 
The Theory of Planned Behaviour incorporates all the constructs of the Theory of 
Reasoned Action (Ajzen & Fishbein 1977:895) and extended it by adding “perceived 
behavioural control” (Ajzen 1991:179). The Theory of Planned Behaviour stipulates 
that the key predictors of health behaviour are intention and perceived behavioural 
control. The same as in Protection Motivation Theory, intention is the drive to take 
action. Perceived behavioural control is the confidence to take action and the ability to 
control the outcome of the action (Sheeran & Webb 2016:510). 
 
Intention, in turn, is assumed to be affected by subjective norm, attitude and perceived 
behavioural control. Attitude is the general assessments of a practice as good or bad. 
Subjective norm is the judgement about what people important to the individual think. 
Perceived behavioural control is postulated to impact both behaviour and intention 
because individuals do not intend to do things they realize they can't do and because 
the perception that they can succeed makes practice more likely (Conner 2010:1073).  
 
The Theory of Planned Behaviour is a widely utilised model and was effectively used 
in the determination of various behaviours (Armitage and Conner 2000:173). For 
example, a meta-analysis conducted by McEachan, Taylor, Harrison, Lawton, Gardner 
and Conner (2016:606) indicated that subjective norm and attitude were strong 
determinants of intention. The authors reported that the two variables explained 58.7% 
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of the variance in intention. A separate meta-analysis study by Godin and Kok 
(1996:87) analysed 87 studies in which Theory of Planned Behaviour was used. 
Results showed that 41% of the variance in intentions was explained by attitude, 
subjective norm and perceived control; while 34% of the variance in behaviour was 
explained by intention A separate meta-analysis conducted by Armitage and Conner 
(2001:471) showed that subjective norms, attitude and perceived control explained 
39% of intention variance and perceived behavioural control explained 27% of 
behaviour variance. 
 
Despite the contribution of the Theory of Planned Behaviour to the understanding of 
preventive health behaviours, various researchers have questioned the adequacy of 
the theory (for example, Werle 2011: online; Rivis & Sheeran 2003:228; Hagger, 
Chatzisarantis & Biddle 2002:18). One clear conclusion emerged from these 
researchers is that the theory may not elucidate all determinants of behaviour and 
intention, and thus augmentations and adjustments of the theory has been put forward. 
This is supported by AstrØm, Lie and Gűlcan (2018: online) who posit that additional 
variables could help explain more variance in intention and behaviour. 
 
2.3       CONCEPTUAL FRAMEWORK 
Protection Motivation Theory and Theory of Planned Behaviour were utilised as base 
models to develop the conceptual framework. 
 
The majority of research studies on maternal health service utilisation focus on socio-
demographic factors and very few studies attempted to understand cognitive 
determinants. In addition, very few of these studies utilised health communication 
theories to identify factors affecting delivery care seeking behaviour. Theories can be 
a useful guide toward formulating interventions defining the issue, giving direction on 
how and where to target change, and deciding a benchmark to execute and assess the 
program (Nutbeam 2008:2075). For promoting health behaviours, theories can both 
clarify the target behaviour and propose approaches to bring change in behaviour; but 
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first the theory needs to be fully grasped and substantiated in a diversity of situations 
in order to be useful (Korin 2016:9). 
 
Social cognition models are commonly used in predicting and explaining health 
behaviour (Armitage & Conner 2001:473). This study specifically utilised two prominent 
social cognition models - the Protection Motivation Theory and the Theory of Planned 
Behaviour - as base models for developing a conceptual framework. The major reason 
for utilising the two models was that, since the aim of this study was to identify the 
cognition factors significantly influencing facility-based delivery among women living in 
rural Ethiopia, the two models were deemed suited for this purpose as they focus 
primarily on the motivational factors, like protection motivation and intention, that 
underpin individual’s decisions to perform health behaviours (Armitage & Conner 
2001:473).  
 
The following additional factors were also considred in choosing the Protection 
Motivation Theory and the Theory of Planned Behaviour - as base models:  
 The Protection Motivation Theory is a revision and extension of the Health Belief 
Model and incorporates variables which have been excluded from the Health 
Belief Model, such as protection intention and self-efficacy (Conner 2010:173).  
 The Theory of Planned Behaviour is emerged by applying precisely the same 
structure as theory of Reasoned Action, except that it extended it by 
incorporating perceived behavioural control (Ajzen & Driver 1991:185).  
 Although the Social Learning Theory has been applied in predicting behaviours, 
many of the applications are related to self-efficacy rather than all constructs of 
the theory. However, unlike other models, a significant number of the uses of 
Social Cognitive Theory just evaluate a couple of parts of the model (usually 
self-efficacy) as opposed to all its segments. In addition, the other determinant 
of behaviour in the Social Cognitive Theory, outcome expectancy, is comparible 
to ‘beliefs” in other theories (Conner, 2010:1075). Similarly, “goals” in the Social 
Learning Theory can be understood as “intention” (Conner, 2010:1075).   
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 From the review literature, the two theories have the majority of support from 
many researchers. For example, in an intervention study Webb and Sheeran 
(2006:249) compared the Protection Motivation Theory, the Health Belief Model, 
the Theory of Planned Beahaviour, and the Social Learning Theory, and the 
Stages of Change models. The authors concluded that there could be a 
significant change in health practices if the intervention was based on either of 
the two theories. 
 Both theories emphasise that intrapersonal factors influence or predict one’s 
inclination to pursue care-seeking behaviours at an acceptable cost to promote 
a behaviour change, which in this study reflects facility-based delivery 
(Cunningham 2013:92). 
 Although the two theories have been widely applied in different behaviours, 
there have been virtually no application in delivery care seeking domain in a 
resource poor context such as Ethiopia. 
 
The blending of the Protection Motivation Theory and the Theory of Planned Behaviour 
in this study is expected to explain why many women refrain from delivering in a health 
care facility. Figure 2.1 presents the conceptual framework of the study. 
 
 
Figure 2.1: Conceptual framework of the study (adopted from Ajzen 2015:126 and Milne, Sheeran & 
Orbel 2000:110) 
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As depicted in figure 2.1, the framework posits that six factors shape pregnant woman’s 
intention and behaviour: 
a. Perceived vulnerability,  
b. Perceived severity,  
c. Response efficacy, 
d. Attitude,  
e. Subjective norm, and  
f. Perceived behavioural control.  
 
Vulnerability gauges the belief that an individual will encounter health related 
consequences because of practicing an unhealthy behaviour (Maddux & Rogers 
1983:469). In this study, perceived vulnerability is conceptualised as the probability that 
a pregnant woman will experience delivery related complications due to a failure to 
deliver in a facility. 
 
Perceived severity gauges the seriousness of health related outcomes that an 
individual believes happen because of exercising an unhealthy behaviour (Maddux & 
Rogers 1983:469). Adapting this to the context of this study means that perceived 
severity is how serious a pregnant woman believes the consequences of delivery 
related complications are. 
 
Response efficacy quantifies the apparent viability of a health protection mechanism at 
changing an undesirable behaviour (Maddux & Rogers 1983:469). This study 
conceptualized response efficacy as a pregnant woman’s confidence that delivering in 
a health care facility will prevent or mitigate delivery related complications. 
 
Attitude is termed as the individuals good or bad feelings towards taking part in a 
predefined behaviour (Ajzen 2015:21). In this study, attitude indicates pregnant 
woman’s feeling toward delivering in a health care facility. As prescribed by Francis et 
al (2004: 12), “measurement of attitude was developed using instrumental items 
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(whether the behaviour achieves something, e.g., useful-worthless) and experiential 
items (how it feels to perform the behaviour, e.g., pleasant-unpleasant)”. 
 
Subjective norm denotes the level of acceptance “about whether peers and people of 
importance to the person think she should engage in the behaviour” (Ajzen 2015:21). 
In this study, subjective norm refers to the belief about whether most people in the 
community support of delivering in a health care facility. Questions exploring the views 
of people significant to the women were utilised for measurement of subjective norm.  
 
According to Ajzen (2015:121), perceived behavioural control denotes confidence in 
one’s capacity to exercise a particular behaviour. In this study, perceived control 
echoes women’s belief in their ability in exercising the recommended action, in this 
case, delivering in a health facility. Perceived behavioural control was quantified by 
measuring the self-efficacy and controllability of delivering in a health facility (Ajzen 
2015:121). To evaluate self-efficacy, women were requested to assess how easy or 
difficult it is to deliver in health facility and their confidence to perform it. Asking women 
to report whether factors beyond their control determined if they deliver in a health 
facility or not, was used to access controllability. 
 
Intention depicts motivation to exercise the recommended behaviour (Al-Ghaith 
2016:125; Ajzen 1991:179). In this study intention refers to a pregnant woman’s 
motivation to seek care during delivery.  
 
Behaviour is an action taken for the reason of sustaining good health (Al-Ghaith 
2016:125; WHO 1998:8). In this study behaviour is conceptualised as place of delivery 
for the most recent child. 
 
The conceptual framework postulates that intention was predicted by perceived 
vulnerability, perceived severity, response efficacy, attitude, subjective norm and 
perceived behavioural control, and that intentions motivates action.  
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2.4       CONCLUSION 
Theories posit effective programming by defining problem, providing insight on how 
and where to target change, and determining indicators to implement and assess the 
programme. Therefore, this chapter explored various theories that include the 
aforementioned social cognition factors and proposed a conceptual framework using 
two prominent theories (the Protection Motivation Theory and the Theory of Planned 
Behaviour) as base models. 
 
The next chapter will present the review of literature. 
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CHAPTER 3 
THE LITERATURE REVIEW 
3.1        INTRODUCTION 
Boswell and Cannon (2011:118) emphasis review of literature as the key step that lays 
the foundation of identifying the knowledge gap about the research subject.  
 
As per LoBiondo-Wood and Haber (2010:57), a review of literature is a methodical and 
organised evaluation of the main sources associated to research topic and generally 
appears near the beginning of the study report. The literature study contains the 
abbreviated version of the complete literature reviewed by the researcher as it forms 
the building blocks on which the entire study is based.   
 
In this study, literature about maternal health, determinants of maternal health service 
utilisation, global and national level approaches used to tackle to address maternal 
illness and deaths as well as health promotion theories were reviewed.  
 
According to Burns and Grove (2005:93), generally, a review of literature helps to 
address the following intents: 
 By relating a research to studies that have already been done, review of 
literature assists with bringing a research into more focus. 
 It assists the researcher to frame a conceptual model for directing the processes 
of the study. 
 It distinguishes the main factors for the study and proposes the associations that 
might exist between them.  
 It advises how findings from earlier studies can be extended. 
 It directs the way how findings of past researches on a specific issue can be 
extended through additional investigation. 
 It describes how the current study relates to previous research results. 
 It gives premise for deciding the importance of the research. 
 It gives a chances for the researcher to analyze the data collection tools in 
previous studies for reapplication or adoption. 
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Based on advice from a librarian, the researcher performed the review of literature by 





 Health net  
 British Nursing Index (BNI) 
 Literature and reports from Ethiopian government and other local sources 
 
The researcher likewise reviewed literature related to maternal illnesses and deaths 
worldwide from accessible sources published between 1996 and 2019 so as to 
ascertain the knowledge and the gap about the topic.  The researcher also analysed 
literature from the internet utilising key words like, maternal deaths, maternal mortality 
and morbidity, maternal illness, delivery care practice, facility-based delivery, 
institutional delivery, health seeking behaviour, Theory of Planned Behaviour, 
Protection Motivation Theory, Health Promotion, Health Belief Model, Theory of 
Reasoned Action, and Social Cognitive Theory. Google search engine was applied to 
initiate internet search focussing on the time range between 1996-2019 to ensure that 
the information accessed and explored for the research would be both appropriate and 
recent.  
 
Albeit a lot of information about the topic is available from global studies, only limited 
papers are accessed from African countries, including Ethiopia. Notwithstanding this, 
the researcher lean towards focusing on whatever study would be generally helpful and 
important for addressing the research questions. 
 
3.2      MATERNAL HEALTH 
As per Akokuwebe and Okafor (2015: online), “maternal health is the health of women 
during pregnancy, childbirth and postpartum period and maternal health care are 
antenatal care, delivery care and postnatal care”.  
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According to Madaj, Smith, Mathai, Roos and Broek (2017:445), the health status of 
women is one of the crucial measurements of economic growth. The emphasis on 
mothers’ deaths as a significant development parameter goes back to the 1980s, when 
researchers initially emphasized the role of complications identified with pregnancy and 
delivery in women and highlighted the deficiencies in addressing these preventable 
loss of lives (Firoz et al 2013:794). 
 
As indicated by UNFPA (2019: Online), the death of a woman during labour has a huge 
impact on her family. When a mother passes away during delivery, the demise of the 
newborn child is almost certain and the family is likely to disintegrate (Due, Chiarolli 
and Riggs 2017: 11). 
 
3.2.1     Global trends of maternal mortality 
Maternal death has been turning into a worldwide concern beacuse the lives of many 
women can be spared by availing proper delivery care provisions (Firoz et al 2013:795).  
 
In spite of all the efforts made to improve the health care provisions, many women are 
still losing their lives. Globally, pregnancy related deaths was diminished only by 43% 
between 1990 and 2015 (Filippi, Chou, Ronsmans, Graham & Say 2016: 52). 
 
According to UNICEF (2019b: online), an estimated 303,000 women of reproductive 
age group died in 2015. In addition, between 1990 and 2015, 10.7 million women 
passed away because of pregnancy related reasons (WHO 2015:17). 
 
The maternal mortality ratio of 239 per 100,000 live births in developing countries is 
about twenty times greater than developed countries (WHO 2015b:16). This shows that 
developing countries continue to carry a disproportionate burden of maternal deaths in 
2015. 
 
As portrayed in Figure 3.1, the majority of maternal deaths occur in Sub-Saharan 
Africa. According to the WHO (2015b:16) report, with 546 mothers’ deaths for every 
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100,000 live births, African countries below the Sahara registered the highest figure 
and accounted for two-third (66%) of the world wide maternal deaths. 
 
 
Figure 3.1: Regional maternal mortality ratio estimates 
Source: World Health Organization (2015b:16) 
 
Globally, Nigeria and India, with 58,000 and 45,000 maternal deaths, respectively, 
contributed a third of the deaths in 2015 (WHO 2015b:19). From Africa, the Democratic 
Republic of Congo follow Nigeria with 22,000 deaths. Ethiopia stands third with 11,000 
maternal deaths (WHO 2015b:52). 
 
Maternal mortality ratio has shown significant reduction in some countries from 1990 
to 2015. However, the figure remains still high in Sub-Saharan Africa (WHO 2015b:21) 
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Figure 3.2: Global trends in maternal mortality ratio 
Source: World Health Organization (2015b:21) 
 
According to the WHO (2015b:21), between the years 1990 to 2015 maternal mortality 
ratio decreased by 2.3% on average. During these 25 years, the number of annual 
deaths decreased from 532,000 to 303,000 in per year worldwide. 
 
WHO (2015b:21) defines life time risk of an adult woman as “the probability that a 15-
49 years old woman will die eventually from a maternal cause”. The life time risk of an 
adult women is reduced by half from the 1990 level of 1 in 73 to the 2015 level of 1 in 
180 (WHO 2015b:21). The highest risk of death (1 in 36) is faced by women living in 
the Sub-Saharan part of African. The life time risk in developed countries is only 1 in 
4,900 (Filippi et al 2016: 53). This shows that women living in Sub-Saharan Africa are 
136 times at risk of dying from maternal causes than those living in developed countries 
(WHO 2015b:21). 
 
3.2.2 Trends of maternal mortality in Ethiopia 
Regardless of all the activities made to expand the provision of maternal care services, 
Ethiopia still remains a country with a significant number of maternal deaths (Kifle, 
Azale, Gelaw & Melesew 2017: online).   
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As shown in Figure 3.3, maternal deaths decreased in Ethiopia from the 1990 level of 
16,740 to the 2015 level of 11,000 (WHO 2015b:19). Only, a reduction of 5,740 deaths 
is registered with in two and half decades. 
 
 
Figure 3.3: Number of maternal mortality in Ethiopia, 1990-2015 
Source: WHO (2015d:72) 
 
Ethiopian women face a high risk of death.  The WHO (2015b:21) report shows that  
women living in Ethiopia are 77 times more at risk of dying because of delivery related 
factors as compared to those dwelling in high income countries (WHO 2015b:21). 
 
3.3     INITIATIVES TO REDUCE MATERNAL MORTALITY 
According to Nieburg (2012:1), despite global advances in health care provisions, 
303,000 women lose their live globally because of child birth. Nearly 830 women die 
every day, or 34.6 women die every hour (WHO 2015d:15). Bringing meaningful 
changes in maternal deaths entails commitment at international al national levels.  In 
this section, major global and local level initiatives are presented. 
 
3.3.1     Global Initiatives  
In response to the ongoing tragedy of maternal deaths, the global community begun 
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3.3.1.1   Safe Motherhood Initiative 
Thousands of mothers die every year because of reasons associated with child birth. 
To tackle this global health calamity, which impacts the women who lost their lives and 
the society at large, WHO initiated the Safe Motherhood Programme in 1987 with the 
support of the international community (AbouZahr 2003:18).  
 
The framework for action of the “Safe Motherhood Initiative” encompassed the need to 
improve health care provisions for mothers, including antenatal, delivery and 
postpartum cares (Stanton, Kwast, Shaver, McCallon & Koblinsky 2018:409). 
 
For much of the initiatives history however, the policy community has been fragmented 
surrounding differences on the intervention strategies of the Safe Motherhood Initiative 
(Shiffman & Smith 2007:1371). Through the 1970 and 1980s, antenatal care and 
enhancing the the skill of traditional birth attendants were the principal components of 
the initiative (Chi & Urdal 2018:7). During those early times, promotion of community 
level prevention schemes was given the priority (Rosenfield & Maine 1985:84). 
 
Because of the absence of emergency obstetric care services in the Safe Motherhood 
Initiative, strong arguments were presented about the effectiveness of these strategies 
to prevent maternal deaths (Rosenfield & Maine 1985:84). For example, Maine and 
Rosenfield (1999:481) contend that, after a decade of its implementation, no 
meaningful achievement was made in reducing the number of   deaths. They further 
argue that the initiative was stalled because, unlike the child survival initiative with a 
shortlist of actions to prevent child death, the Save Motherhood Initiative was broad 
and lacked focus. During those early years, one of the lessons learned was that 
interventions focusing only on prevention may not significantly reduce maternal deaths 
Maine and Rosenfield (1999:481). The other important lesson was that most delivery 
complications cannot be anticipated nor stopped (Maine and Rosenfield 1999:481). 
Others contend that, although emergency obstetric care was needed, its importance 
was over emphasised (Shiffman & Smith 2007:1370). Gradually a consensus had been 
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building on the need to have both skilled attendances and provision of emergency 
obstetric care if complications occur (Shiffman & Smith 2007:1372). 
  
3.3.1.2   Millennium Development Goals (MDGs) 
The United Nations its and development partners launched a 15-year initiative called 
the Millennium Development Goals (MDGs) in 2000 (WHO 2015d:6). Two of the goals 
were specifically focusing on child and maternal health. 
 
Although short of the global targets, during those fifteen years, child mortality was 
reduced by 53% and maternal mortality was cut by 43% (WHO 2015:15a). Therefore, 
maternal health remains a central part of the Sustainable Development Goals initiated 
at the end of MDGs. 
 
3.3.1.3    Sustainable Development Goals  
According to the WHO (2015d:6), culminating mothers’ death is the preventable 
unfinished agenda of MDGs, as 800 women still lose their lives every day from 
pregnancy related causes. 
 
The Sustainable Development Goals stipulate that “no country should have an MMR 
greater than 140 maternal deaths per 100,0000 live births” (WHO 2015a:8). 
 
3.3.2     National initiatives of the Ethiopian Federal Ministry of Health 
As a lead government agency, the Federal Ministry of Health has planned and 
executed various policies and programmes for improving the general health system as 
well as specific provisions related to improving maternal health. 
 
3.3.2.1    Health care policy 
Decentralisation of health care system specifically focusing in rural communities was 
the principal area of focus (Ethiopian Federal Ministry of Health 1993:5). Prevention of 
illness and death is the core of the policy framework (Ethiopian Federal Ministry of 
Health 1993: 5). The policy gives priority for addressing the poor health conditions of 
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mothers and children by ensuring accessibility, availing medical supplies, 
strengthening capacity of staff and improving quality of services (Ethiopian Federal 
Ministry of Health 1993:5). 
 
3.3.2.2    Health sector development programmes 
A series of four health sector development programmes were initiated and 
implemented in Ethiopia for 19 years from 1997 to 2015 (Ethiopian Federal Ministry of 
Health 2015: 22). The programmes were focusing on improving coverage and 
utilisation health care services, especially in rural areas (Ethiopian Federal Ministry of 
Health 2011: online). The last two programmes were focusing on capacity 
strengthening and improving quality of the health care services (Ethiopian Federal 
Ministry of Health 2011: online). The deployment of the health extension workers and 
midwives for improving maternal health was also initiated during the last two 
programmes (Ethiopian Federal Ministry of Health 2011: online).  The health sector 
development programmes have essentially added contributions to the nationally 
identified areas of health interventions (Ethiopian Federal Ministry of Health 2015:61). 
For example, the health sector development programmes helped in the reduction of 
child mortality by 67% and improvement of life expectancy from 42 to 64 years from 
1990 baseline (Ethiopian Federal Ministry of Health 2015:23). However, maternal 
death remained virtually unchanged during the two decades of implementation of the 
four health sector development programmes (Ethiopian Federal Ministry of Health 
2015:24). 
 
3.3.2.3    Health Extension Programme 
The health extension programme is a bold approach for expanding basic health care 
services to local levels (Wang, Tesfaye, Ramana & Chekagn 2016:21). Through this 
initiative, 38,000 health extension workers are deployed across the country (Fetene, 
Linnander, Fekadu, Alemu, Omer, Canavan, Smith, Berman & Bradley 2016:2). Under 
the programme, two female health extension workers are recruited and deployed at 
health posts at kebele (the lowest administrative) level (Wang et al 2016:22). They 
provide basic services including: immunisation, growth monitoring, health education, 
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antenatal care, family planning, treatment of diarrhea, and pneumonia, and delivery 
and postnatal care among others (Fetene et al 2016:2).  
 
The health extension programme is still a strong component of the ongoing Health 
Sector Transformation Plan. 
 
3.3.2.4     Health sector transformation plan 
The health sector transformation plan, which is the continuation of the health sector 
development programmes, is being implemented from 2015 to 2020 (Ethiopian 
National Planning Commission 2016:98). The plan is set to ensure that determinants 
of poor health are identified and addressed so that quality of life is enhanced (Ethiopian 
Federal Ministry of Health 2015:84). 
 
 The health sector transformation plan envisages to increase facility based deliveries 
from 26% to 90% and reduce maternal deaths from 420 to 199 per 100,000 live births 
(Ethiopian National Planning Commission 2016:98). 
 
3.3.2.5    Provision of ambulance services 
According to Godefay et al (2016: online), the Ethiopian health system has identified 
major weak links in the maternal, newborn and child programmes. One of the major 
weak links is the low level of facility based deliveries (Godefay et al 2016: online). 
Mothers’ death could be minimised by three-fourth if women had the access to 
maternity care (Tadesse, Bayou and Nebeb 2017:23). Similarly, Singh, Remez, Ram, 
Moore and Audam (2009:3) opined that, from a medical standpoint, four-fifth of 
maternal deaths could be eliminated through effective and timely maternal health care 
interventions. This is also similar with the views of Kebede et al (2016:464), who argue 
that increasing utilisation of delivery services is a proven intervention to reduce 
mortality among pregnant. 
 
Countrywide, 72% of births were home-based and 50% of women mentioned distance 
as a barrier barrier for facility based delivery (Central Statistics Agency of Ethiopia & 
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ICF International 2016:141). To address this weak link, the government launched the 
innovative “National Ambulance Service” initiative in Ethiopia in 2012 (Godefay et al 
2016: online). Through this initiative, every rural district in the country is being provided 
with a four-wheel ambulance. The district administration is accountable for making the 
ambulance ready on a 24-7 basis to transport women to healthcare facilities for delivery 
(Godefay et al 2016: online). 
 
Although such initiatives would help to mitigate the problem in a unique way, 
pregnancy-related deaths are still unacceptably high in Ethiopia. Many deliveries still 
take place at home. A study conducted in Tigray region in Ethiopia by Godefay et al 
(2016: online) showed that the overall percentage of deliveries using the ambulance 
was only 25%. A study done by Banteyerga in the study conducted in Amhara region 
of North Western Ethiopia. Although the government has made ambulance services 
and delivery care at heath facilities free of charge, other logistical costs of staying away 
from home remain an obstacle for poor families, especially among rural women (Kifle 
et al 2017: online).  
 
This shows that the mere availability of health care provisions may necessarily 
guarantee use of those health services (Grut, Miji, Braathen & Ingstad 2012: online). 
Delivery care seeking behaviour appear to depend on many determinants. 
Understanding of these factors is very important for the designing and implementation 
of health promotion interventions to address maternal deaths (Dejene & Hailemariam 
2015: online).  
 
3.4        DETERMINANTS OF MATERNAL HEALTH 
Maternal death is “the death of a woman while pregnant or within 42 days of the end of 
pregnancy, irrespective of the duration and site of the pregnancy, from any causes 
related to or aggravated by the pregnancy or its management, but not from accidental 
or incidental causes” (WHO 2012:7). Causes of maternal deaths can be categorized 
as medical, demographic and cognitive factors (Armitage & Conner 2000:173; Kifle et 
al 2017: online). 
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3.4.1      Medical causes of maternal mortality 
Traditionally, medical causes of maternal deaths could be categorized as direct and 
indirect (Berhan & Berhan 2014:15). “Direct obstetric deaths are those arising from 
obstetric complications of the pregnant state (pregnancy, labour and postpartum 
period), from any interventions, omissions, or incorrect treatment, or from a chain of 
events resulting in any of the above” (Filippi et al 2016: 54). The indirect obstetric 
deaths are those deaths due to preexisting medical conditions which are aggravated 
by pregnancy (Filippi et al 2016: 54). Worldwide, four-fifth of maternal deaths arise from 
direct causes (Berhan & Berhan 2014:16; Mohammed, Mohammed & Reddy 
2017:364). 
 
In a systematic audit conducted in Ethiopia by Berhan and Berhan (2014:16) between 
1980 and 2012 which point towards obstructed labour as the main source of maternal 
deaths associated with child birth. According to the authors, the leading causes of 
death were obstructed labour, haemorrhage, and sepsis. The authors also reported 
that more than 75% of direct fatal obstetric complications occurred during and 
immediately after birth. Nair, Nelson-Piercy and Knight (2017:10) also contend that, 
globally about 28% of fatalities can be attributed to indirect causes or pre-existing 
conditions aggravated by pregnancy. 
 
As asserted by UNFPA (2019: online), making delivery safe is a human rights issue 
and the best way to tackle these medical causes is by providing delivery care services 
for all women regardless of their place of residence. As depicted in Figure 3.4 however, 
only one in five births in Ethiopia were delivered in a health facility in 2016.  
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Figure 3.4: Trends of percentage of births attended by skilled health care personnel 
Source: Central Statistics Agency & ICF International (2016:136) 
 
Various factors have been identified as reasons for the low utilisation of maternity 
services (Kifle et al 2017: online). These factors can be categorised as socio-
demographic or social cognition determinants of health behaviours (Armitage & Conner 
2000:173).   
 
3.4.2      Socio-demographic determinants of maternal health 
The prevalence of health behaviours varies across social groups. Health behaviours 
differ among individuals. Some of these differences are attributable to socio-
demographic variables (Conner & Norman 2005:19).  
 
3.4.2.1    Mother’s age 
Age is an important factor for women’s health. According to Filippi et al (2016: 62) 
women younger than 20 years or older than 35 years are at a higher risk of death. 
Sagilli, Pramya, Prabhu, Mascarenhas & Rani (2012:573) also opined that pregnancies 
of adolescent are prone to complications (Sagilli et al 2012:573). Similarly, Wang, Alva, 
Wang and Fort (2011:4) contend that the age of mothers is negatively correlated to 
delivery care utilisation. These observations are supported by a study conducted by 
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with health care behaviour. Older women tend to ignore maternal health care utilisation 
(Ahmed & Hyder 2017: 61). Bayou (2014:103) also contend that, in Sub-Saharan 
Africa, more women under the age 20 gave birth in health institutions than women aged 
35-49 years. A separate study conducted by Idowu, Edewor and Amoo (2014:136) in 
Nigeria concluded that age is in fact an important issue which defines maternal health.  
 
Similarly, a countrywide study in Ethiopia showed that 31.4% of mothers with the age 
of less than 20 years gave birth in maternity ward as compared with 21.2% of mothers 
over 35 years of age (Central Statistics Agency & ICF International 2016:24). Acharya, 
Adhikari, Neupane, Thapa and Bhandari (2017:8) argue that, because of more access 
to information, younger women tend to seek delivery care than old women. 
 
Not only knowledge but also risk perceptions are also shown to be related to age.  For 
example, a study conducted in Pakistan on differences in pregnancy risk perception 
showed that younger women exhibited higher level of pregnancy risk perception than 
older women (Acharya et al 2017:9).    
 
3.4.2.2    Birth order 
Many researchers observed that having more children has a strong positive 
relationship with home delivery. This opinion is shared by Filippi et al (2016: 62) who 
further states younger age associated with higher risks of pregnancy complications and 
longer duration of labour. Similarly, a study conducted in Pakistan by Ahmed and Hyder 
(2017:63) showed that age of mother as having negative correlation with delivery care 
behaviour. Older women with many children tend to ignore maternal health care 
utilisation (Ahmed & Hyder 2017: 61).  
 
A number of studies in Ethiopia consistently showed that facility based delivery declines 
with birth order. For example, a study conducted in East Ethiopia reported that the first 
child has a big chance of being delivered in health care facility than the 4th child (Kifle 
et al 2017: online).  
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A study in Ethiopia by Kebede, Hassen and Teklehaymanot (2016:468) reported that 
number of deliveries by a woman affects delivery care utilisation. In their study the 
authors observed that women who delivered their first child preferred facility than home 
when compared with woman with multiple deliveries (Kebede et al 2016:468) 
    
3.4.2.3     Level of education 
Education improves the level of independence and control that empowers women to 
have confidence and freedom to decide on issues that impact their lives (Kumar & 
Kumar 2018:11). An investigation in Ghana Dapaah and Nachinaab (2019: online), 
shows that female levels are positively related with better use of health care facilities. 
 
Similarly, Ononokpono and Odimegwu (2014: online) argued that, in communities 
where education attainment of women is high, rate of facility based delivery is also high 
as they may have been more empowered by their high level of education. Another 
study by Kifle et al (2017: online) in a rural district of Ethiopia reported that women who 
had formal education were two times more likely than illiterates to deliver in a health 
centre. The Demographic and Health Survey results additionally affirmed that women’s 
level of education is linked with where women make their deliveries (Central Statistics 
Agency of Ethiopia and ICF International 2016:21). For instance, only 16% of births to 
moms with no formal education were facility-based, when contrasted with 92% of births 
with moms with secondary or college education (Central Statistics Agency of Ethiopia 
& ICF International 2016:21). 
 
For example, 16% of births to mothers with no education were delivered in healthcare 
facilities, as compared with 92% of births to mothers with high school level education 
(Central Statistics Agency of Ethiopia & ICF International 2016:21). A separate baseline 
study conducted by John Hopkins Center for Communication Program (2017:48) in four 
regions of rural Ethiopia to identify key behavioural determinants for health service use 
found out that education was a positive predictor of institutional delivery. The study 
showed that illiterate women were two times less likely to have delivered in health 
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institutions compared to women with primary level education (John Hopkins Center for 
Communication Program 2017:48).  
 
A separate study in Afar Region, Ethiopia, also found a statistically significant 
relationship between level of education and delivery service utilisation.  As compared 
to literates, mothers who cannot read and write were 4 times more less likely to deliver 
in a health facility (Mohammed, Mohammed & Reddy 2017: 372). A similar study 
conducted in Bangladesh, Haque, Kanta and Chowdhury (2016: online) found that 
mothers who attained primary education were less likely to give birth assisted by 
traditional birth attendants compared to mothers with no education. 
 
3.4.2.4     Wealth 
By and large, the connection between family income delivery service utilisation is 
positive (Wang et al 2011:4). Needless to say, scarcity of wealth underlines the 
unfortunate health condition of poor countries. 
 
For example, Kumar and Kumar (2018:12) reported that, as a result of their low level 
financial status, Nepali women continue to have some noticeably terrible reproductive 
health outcomes. A different report by Ahmed and Hyder (2017:63) in Pakistan 
additionally show that moms having a place with wealthy family units were altogether 
more slanted to use institutional conveyance than those experiencing poor financial 
status (Ahmed and Hyder 2017:63).  A separate study by Ahmed and Hyder (2017:63) 
in Pakistan also show that mothers belonging to well-off households were significantly 
more inclined to utilise institutional delivery than those suffering from poor economic 
status (Ahmed & Hyder 2017:63). The findings also show that formal education and 
improved wealth status may have a reinforcing impact on the maternal health. A 
separate study in Afghanistan also observed that wealth was an important factor in 
determining delivery place.  
    
A similar pattern is also observed in African countries below the Sahara. A study by 
Lawn, Kinney, Black, Pitt, Cousens, Kerber, Corbett, Moran, Morrissey and 
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Oestergaard (2012:12), show that wealthy families are four times as likely as poor 
families to have a skilled attendance during delivery. 
 
A study in Ethiopia by Mohammed et al (2017:376) report that, women with the highest 
wealth index are five times more likely to use delivery care services. Similarly, a 
nationwide study in Ethiopia reported that only 12.2% of mothers in the lowest income 
category utilised delivery care services as compared with 65.4% mothers in the highest 
income category (Central Statistics Agency & ICF International 2016:24).  
 
In a different study donein Ethiopia, Mezmur et al (2017: online) reported that women 
in the highest income group continue to receive more delivery care services than those 
in the lowest income group. 
 
3.4.2.5     Antenatal care  
Antenatal care as screening of women without any symptoms four counseling purposes 
as well as identify diseases (WHO 2020: online). Antenatal care services are important 
component of maternal health. 
 
An investigation led in Afghanistan by Shahram, Hamajima and Reyer (2015:602) to 
identify factors influencing maternal meternity services uilisation affirmed antenatal 
care visit to be the most noteworthy indicator of maternal health. The results indicated 
that more antenatal care visits resulted in higher utilisation of skilled delivery. 
 
In a separate study in Bangladesh, Shahabuddin, Delvaux, Abouchadi, Sarker and De 
Brouwere (2015:826) revealed that mothers who attended antenatal care had a higher 
chance of delivering in maternity wards as attending the services gave them the 
opportunity to get valuable information about the the risks they were facing. 
 
A research conducted to assess delivery seeking behaviour in the Haramaya district of 
rural Ethiopia showed women who undertaken antenatal care visits had a higher 
chance of delivering in a health care facility (Kifle et al 2017: online). A study conducted 
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by Worku to assess determinates of skilled care utilisation in North West Ethiopia found 
that women who attended antenatal care were nearly two times more likely than those 
who never had antenatal care visits to utilise institutional delivery (Worku 2013:51). A 
separate intervention study to reduce maternal deaths which was conducted by 
LindtjØrn, Mitiku, Zidda and Yaya (2017: online) in South West Ethiopia, demonstrated 
that women with a minimum of four antenatal care visits had a lower risk of dying 
compared to women with three or less visits. 
 
3.4.2.6     Place of residence 
By and large, facility-based delivery is more typical in urban than rural settings. 
Generally, poor rural women are  
 
country ladies are less enabled than urban ones since they are for the most part poor 
and have less access to formal instruction and business, which eventually influences 
their basic leadership self-sufficiency towards better human services 
 
Generally, urban mothers are more empowered than rural women because they are in 
a better income condition and have more access to education and employment, which 
eventually guarantees their independence (Ahmed, Creanga, Gillesepie & Tsui 2010: 
online).  A separate study conducted by Shahabuddin et al (2015:826) observed that 
rural dwellers in Bangladesh are less likely to deliver in a health institution than city 
dwellers. 
 
The pattern is also consistent in research findings in Ethiopia. A study conducted by 
Feyissa and Genemo (2014: 6) in Ethiopia to identify determinants of institutional 
delivery reported a 4-fold chance of institutional delivery by mothers living in urban 
areas as compared to rural areas.  
 
The findings of the recent nationwide survey show that only 20% of rural mothers used 
health institutions for delivery as compared to 79% of institutional deliveries in urban 
areas. (Central Statistics Agency & ICF International 2016:21) 
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3.4.3     Social cognitive determinants of maternal health  
Although some of the differences in delivery care seeking behaviour are attributable to 
socio-demographic factors, researchers have shifted their attention to social cognition 
factors that are conceivably more amiable to modification than socio-demographic 
factors (Armitage & Conner 2000:173).  
 
Health promotion interventions can potentially influence health-related practices via 
affecting changes in mediators of behaviour including perceptions, attitudes, subjective 
norms, and perceived behavioural control (Jemmott, Stephens, O’Leary, Jemmott, 
Teitelman, Ngwane & Mtose 2015: online; Teixeiraa & Marquesa 2017:669).  
 
3.4.3.1     Perceived vulnerability to delivery complications  
Perceived vulnerability is a belief about the likelihood of a disease occurring (Al-Ghaith 
2016:125; Rimer 2008:47; Tracey, Fairlie, Litt, Waldron & Lewis 2018:153). In this 
study, threats refer to risks of developing delivery complications.  
 
When individuals perceive that they are at greater risk, they will be motivated to take 
beneficial action (Lee, Ayers & Holden 2012:151). In numerous health communication 
models, perception assumes a focal role (Taghizadeh, Cheraghi, Kazemnejad, 
Pooralaja & Aghababaei 2017: online).  
 
In a study conducted in Iran by Taghizadeh et al (2017: online), the researchers found 
that risk perception can be considered as an important role in determining perceived 
vulnerability to risks arising from pregnancy (Taghizadeh et al 2017: online). The 
authors concluded that health care providers need to have an effective counselling 
tools in place for pregnant women to help them correctly assess the level of risks 
associated with their pregnancy (Taghizadeh et al 2017:11). 
 
A different study done in the Enugu state of Nigeria, observed that women were 
cognisant of the risks associated with deliveries not performed by skilled health care 
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providers. But they remained at home for delivery despite the knowledge (Ehiemere, 
Ezeugwu, Maduakolam & Ilo 2017:13698). 
 
Comparable results were also reported elsewhere in Ethiopia. A study conducted by 
Worku to assess determinates of skilled care utilisation in North west Ethiopia, reported 
that the top reason for not seeking skilled delivery service was that pregnant women 
did not consider it necessary as their pregnancies are normal without and did not pose 
any threat and hence there was no need to go to a health facility (Worku 2013:60). 
Failure to judge the graveness of delivery related problems was also reported as a 
reason for the delays or for not seeking delivery care services in the North Gondar 
Zone in Ethiopia (Worku, Yalew & Afework 2013: online). 
 
3.4.3.2     Perceived severity of delivery complications  
Severity of illness measures the magnitude of consequences that a person believes 
occur if the threat succeeds (Rogers 1983:160). In the context of this study, pregnancy 
complications are considered as possible severe consequences.  
 
In a study conducted in Afar region of Ethiopia, Kahsay, Hiluf, Shamie, Tadesse and 
Bazzano (2019: online) reported that perceived severity was significant in determining 
utilisation of delivery care. A study conducted by Zamawe (2013: online) in Malawi 
showed that health care decisions were dependent on perceptions of risks associated 
to the specific illness. The authors observed that delivery related consequences were 
considered perfectly normal and rarely incite a visit to traditional birth attendants, let 
alone health facility. In a study done in the Enugu state of Nigeria, Ehiemere et al 
(2017:13698) found that, although 80% of the pregnant women who actually booked 
for antenatal care, only 42% physically visited primary health care facilities seeking 
delivery care services. 
 
3.4.3.3     Response efficacy of seeking delivery care from a health facility  
The term response efficacy is the perception that the suggested health action will 
actually avoid the threat (Al-Ghaith 2016:125; Schwarzer & Luszczynska 2008:141; 
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Thrasher, Swayampakala, Borland, Nagelhout, Yong, Hammond, Bansal-Travers, 
Thompson & Hardin 2016:1517). In this study response efficacy refers to woman’s 
belief that seeking delivery care from a health facility will actually avoid illness and 
death from pregnancy complications. It is hypothesised that, if a person thinks seeking 
delivery care from a health facility is effective at reducing delivery complications, the 
intention will be high. 
 
In another study conducted by Yousuf, Ayalew and Seid (2011:12), women in Afar 
prefer a sitting position while delivering which they believe hastens delivery. As such 
positions are not allowed in health care facilities, Afari women believe that delivering in 
a health care institution prolongs labour. 
 
In a mixed-methods study conducted in Woldia, Ethiopia, on institutional delivery 
service utilisation, the majority of mothers delivered at home because of preference to 
experienced and trusted traditional birth attendants (Awoke, Muhammed & Abeje 
2013:22). 
 
In a study conducted in Nigeria demonstrated that the majority of women dislike 
cesarean sections   and suspect that doctors prefer to do cesarean sections to get 
more money (Ezeome, Ezugworie and Udealor 2018:425).  
 
3.4.3.4     Attitude towards seeking delivery care from a health facility  
Attitude can be understood as an “individual’s positive or negative evaluation of 
performing a particular behaviour of interest” (Ajzen 1991:181; Jalali, Shamsi, 
Roozbehani & Kabir 2014:453; Khadivzadeh et al 2016:655; Kiriakidis 2015: online). In 
this study attitude shows a woman’s appraisal of seeking delivery care from a health 
facility.  
 
A study on factors affecting maternal care seeking behaviour conducted by Zamawe 
(2013:21) in Malawi showed that the overarching attitude is to visit traditional healers, 
rather than health care facilities. 
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A study on institutional delivery service utilisation in the Afar Region in Ethiopia found 
a statistically significant association between satisfaction of mothers on the service 
provision and their attitude towards delivery service utilisation.  Mothers with high level 
of satisfaction with the quality of care were fifteen times more likely to deliver in the 
health institution than those dissatisfied by the services given at the health institution 
(Mohammed et al 2017: 372). Similarly, Tadesse et al reported a satisfaction rating of 
only 63%, which was very low when compared to the results of a meta-analytic study 
conducted by Mulugeta, Wagnew, Dessie, Biresaw and Habtewold on patient 
satisfaction in Ethiopia (2019: online). 
 
In a study done in Afar region of Ethiopia, Yousuf, Ayalew and Seid (2011:12) reported 
that Afari women showed negative attitudes towards being assisted by male midwives 
during delivery. The women believe that only the husbands have the right to see them 
naked.  
 
Studies also showed that delivery positions practiced at health care facilities may 
negatively affect delivery care seeking behaviours. For example, Kifle et al (2017: 
online), reported that delivery positions in health care settings affected their attitude 
towards delivering in a health facility. Since delivery in a kneel-down position is 
customary in the area, they are not comfortable with the sleeping position (Kifle et al 
2017: online).  
 
3.4.3.5     Subjective norms to seeking delivery care from a health facility  
The subjective norm indicates an individual’s assessment of the pressure from the 
social environment, particularly from their important referent individuals or groups 
(Ajzen 2015:126; Kobbeltvedt & Wolff 2009:570).  Generally, individuals tend to engage 
a particular action, if most people important to them approve that particular action 
(Fang, Ng, Wang and Hsu 2017: online). According to Ajzen and Fishbein (1972:2), 
“while a social norm is usually meant to refer to a rather broad range of permissible, 
but not necessarily required behaviours, normative belief refers to a specific 
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behavioural act the performance of which is expected or desired under the given 
circumstances”.   
 
A study by Zamawe in Malawi on factors affecting maternal care seeking behaviour 
reported that not everyone in the study community perceives that haemorrhage is a 
severe problem. In the contrary, many of them believe that the bleeding serves 
important functions in their bodies and that this practice is culturally passed on from 
generation to generation (Zamawe 2013:21) 
 
In their study on maternal health beliefs, attitudes and practices, Yousuf et al (2011:13) 
reported that seeking delivery care from a health facility was not a norm in Afar region 
of Ethiopia. Traditional healers, traditional birth attendants, and religious leaders are 
often consulted. These important referent personalities often keep the pregnant women 
at home and pray for her. 
 
3.4.3.6     Perceived behavioural control to seek delivery care from a health 
facility  
Perceived behavioural control shows the confidence one has about capability of 
executing the health behaviour (Ajzen 2015:126; Kiriakidis 2015:41; Khadivzadeh et al 
2016:655). It reflects the perceptions that a practice would be easy or difficult to perform 
based on assessment of past experiences and anticipation of future obstacles (Jalali, 
Shamsi, Roozbehani & Kabir 2014:453; Utami 2017:479). In this study perceived 
behavioural control shows the perception a woman has about the level of difficulty of 
seeking delivery care from a health care facility.  
 
Sialubanje et al (2015: online) disclosed that Zambian women lack the power to decide. 
The authors reported that it was up to husband to tell his wife the place of delivery he 
prefers. According to Yousuf et al (2011:12), the male decision in maternal health is 
crucial. As the male is the bread winner of the household, it is the authority of the 
husband to give the money or the permission to his wife (Yousuf et al 2011:13). The 
authors also report that, once in health care facility, based on her health situation, the 
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women could be referred to another health institution, which the women or her husband 
may not want to happen.             
 
In a different study in North West Ethiopia, Worku showed that distance from health 
facilities that provide delivery care services had impact on place of delivery. Due to the 
sudden onset of labour, women may not have adequate time to arrange long distance 
transportations (Worku 2013:60). 
 
A separate study by Feyissa and Genemo (2014: 6) in Ethiopia showed that, most 
mothers are unlikely to afford cost of transportation unless the health care facilities 
closer to the community. The researchers also argued that even when families are 
willing to pay for transport, the vehicles are hardly available.  
 
3.4.3.7     Intention to seek delivery care from a health facility  
From a psychological perspective, Al-Ghaith (2016:125) and Ajzen (1991:179) and 
Ajzen and Fishbein (1972:2) define intention as representing the motivation required to 
do the recommended practice. In this study intention symbolizes the decision of a 
woman to utilise health care services for delivery. It is viewed us an immediate 
antecedent and the most proximal determinants of actual behaviour (Lin, Chen, Chio 
& Lee 2011:455). Unless unexpected or difficult situations encountered, an individual 
will as a rule act in line with his intentions (Holst & Iverson 2011:170). 
 
Lera, Admassu and Dirar (2017:95) who used the Theory of Planned Behaviour for 
their research in Wollaita Sodo town in Southern Ethiopia, found that, from their total 
sample of 326 pregnant women, 76% had the intention to deliver in a health care 
facility. Nevertheless, this doesn't imply the existence of a linear relationships between 
intention and behaviour (Sheeran & Webb 2016:509). The mismatch between an 
individual’s intentions and practical limitation may prevent individuals from the 
realization of their intentions (Barber 2011:32). The author also contends that, since 
intentions are prone to changes, modification of intentions may happen over time in 
due to real life situations (Barber 2011:35).  
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For instance, Peca and Sandberg (2018:12) observed that, although all of the woman 
in Guatemala stated that they intended to use health facilities for delivery, only 86% 
had confirmed practicing facility-based deliveries. 
 
3.5        CONCLUSION 
Review of literature relevant to the conceptual framework and delivery care seeking is 
presented in the chapter. After reviewing the literature, the study reaches at consensus 
that a fairly good number of global studies deal with maternal health, particularly 
focusing on medical causes of maternal mortality. Using health promotion theories for 
understanding determinants of maternal health is conspicuous by its absence. 
Similarly, the majority of researches in Ethiopia on maternal health service utilisation 
focused on socio-demographic factors and very few studies could be found that 
attempted to understand cognitive determinants by using health communication 
theories.   
 
The next chapter presents the methodology of the research. 
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CHAPTER 4 
 RESEARCH DESIGN AND METHOD 
4.1        INTRODUCTION 
Rajasekar, Philominaathan and Channathambi (2013: Online) portray methodology as 
a system by which those involved in research approach their work. As indicated by 
Almalki (2016:290), a methodology furnishes the assumptions for the research and the 
parameters that will be used for interpreting data and making conclusion.  
 
Presented in this chapter are the design, paradigm and the research methods utilized 
in this study. 
 
4.2         AIM AND OBJECTIVES 
This study has the following aim and objectives. 
 
4.2.1      Aim 
The aim of this explanatory sequential study was to identify determinants for lower use 
of facility-based delivery by obtaining quantitative results and explain the findings using 
qualitative data with a purpose of developing a framework for promoting facility-based 
delivery among women living in rural Ethiopia. 
 
4.2.2     Objectives 
The objectives of the research were to: 
 Identify factors significantly influencing facility-based delivery among 
women living in rural Ethiopia. 
 Explain the factors that significantly influenced facility-based delivery among 
women living in rural Ethiopia. 
 Obtain validated meta-inferences to inform the development of a framework 
to promote facility-based delivery among women living in rural Ethiopia. 
 Develop a framework to promote facility-based delivery among women 
living in rural Ethiopia. 
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4.3        RESEARCH METHODOLOGY 
As stated by Babbie and Mouton (2012:647), “methodology implies to the procedures, 
techniques and systems that a researcher employs to construct the study”. 
 
4.3.1      Research design 
According to Gerrish and Lacey (2013:20), in conducting a research, the major step is 
framing the research design.  Similarly, Hakim (2000:1) denotes a research design as 
the blue print of the research process. 
 
As indicated by Almalki (2016:288), the three discrete research designs are qualitative, 
qualitative, and mixed methods. In a quantitative research, the postulation is that there 
is a reality independent of people’s perceptions (Rovai, Baker & Ponton 2014:4). This 
approach follows a deductive line of reasoning by applying mathematical techniques to 
measure variables (Rovai, Baker & Ponton 2014:4). Qualitative research is an inductive 
process which places importance on investigating and understanding perspectives of 
issues in their own contexts (Rovai et al 2014:4). A “mixed method research represents 
research that involves collecting, analysing and interpreting quantitative and qualitative 
data in a single study” (Watkins & Gioia 2015:10). According to Teddlie and Tashakkori 
(2009:11) and Creswell and Plano Clark (2007:5), such strategy would help to refine 
the research results and gives a progressively complete image of the issue being 
investigated. Creswell and Plano Clark (2007:5) contend that ‘by combining both 
inductive and deductive thinking the researcher tends to base knowledge claims on 
pragmatic grounds”. In setting the emphasis of research on what is to be examined as 
opposed to paradigmatic loyalties, researchers benefit from the various qualities of 
quantitative and qualitative strategies and offer an increasingly complete picture 
(Johnson & Onwuegbuzie 2004:17). 
 
In addition to these strengths, Teddlie and Tashakkori (2009:233) highlighted the 
specific disadvantages of a mixed method study design that researchers need to give 
attention to when designing their research: high costs, the need to be trained in both 
methods and the need to work in multiple teams. 
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Mixed methods research design was applied in this study. The mixing of quantitative 
techniques with qualtative methods gave a complete and real perspective of delivery 
care seeking behaviour. The quantitative segment is considered as the principal part 
of this study exploring and analysing the connection between delivery care seeking 
behaviour and Protection Motivation Theory/Theory of Planned Behaviour variables. 
The follow up qualitative part takes a complementary role in explaining the factors that 
contributed to influencing delivery care seeking behaviour. 
 
Explanatory mixed method design 
According to Cameron (2009:143), typologies are “ways to classify theoretical concepts 
which is created by cross-classifying or combining two or more simple concepts to form 
a set of interrelated subtypes”. Mixed methods design is divided in to four types by 
Creswell and Plano Clark (2007:85) - triangulation, embedded, explanatory and 
exploratory designs. The following table depicts the four-types of mixed method 
typology. 
 
Table 4.1: Mixed method typology 
 
Source: Creswell and Plano Clark (2007:85) and Cameron (2009:145) 
Key: QUAN = quantitative; QUAL = qualitative 
 
This study applied the explanatory mixed methods type. This typology utilises 
sequential quantitative and qualitative parts (QUANqual). According to Creswell 
(2012:535), in this typology, first the quantitative part will be conducted followed by the 
Design Timing Mix Weighting/Notation
Triangulation Concurrent (quantitative and 
qualitative at the same time)
Merge data during 
interpretation or analysis
QUAN + QUAL
Imbedded Concurrent and sequential Embed one type of data 
with in a larger design 
using the other type of data
QUAN (qual) or QUAL 
(quan)
Explanatory Sequential (quantitative 
followed by qualitative)
Connect the data between 
the two phases
QUAN  qual 
Embedded Sequential (qualitative 
followed by quantitative)
Connect the data between 
the two phases
QUAL  quan
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qualitative part to explain the findings of the first part. The quantiitative segment took 
the priority and was collected first.  The qualitative segment was conducted next to 
elaborate the quantitative results. Figure 4.1 provides a simple graphic presentation of 




Figure 4.1:  Graphic presentation of explanatory method. 
Key: QUAN = quantitative; QUAL = qualitative 
Source: Adapted from Creswell (2009:209) 
 
Applying the explanatory mixed methods design allowed the researcher to identify 
which predictors significantly determined delivery care seeking behaviour in the 
quantitative phase and focus inquiry in the next qualitative phase to explain why 
specific variables, identified in the quantitative phase, contributed to and/or impeded 
delivery care seeking behaviour for more in depth qualitative analyses. 
 
4.3.2     Research methods 
The tools that a researcher employs when applying any form of inquiry are the methods 
(Almalki 2016:290). It is basic that the technique chosen by a researcher is one which 
is proper to the task and is one which has more quality and less shortcomings than 
others that have been employed (Almalki 2016:290).  
 
The research method in this study describes sampling and population, data collection, 
and the data analysis employed.  
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4.3.2.1   Phase 1:  Quantitative phase 
A community based survey was utilised in this phase. 
 
4.3.2.1.1 Setting 
The Ethiopian health care system is comprised of primary, secondary and tertiary 
levels. The primary unit is composed of district hospitals, health centres and health 
posts. General hospitals are set at the secondary level. Specialised hospital occupy 
the tertiary level (Ethiopian Federal Ministry of Health 2010:4). 
 
The health posts located at the lowest administrative units called kebeles (Ethiopian 
Federal Ministry of Health 2010:4). Health extension workers are assigned in each 
health post.  They conduct health education activities at the health posts and through 
regular home visits in their catchment areas and provide antenatal care services. Each 
health center provides treatment and preventive services, including delivery care 
services, for an average of 25,000 people (Ethiopian Federal Ministry of Health 
2010:4). 
 
Finffinee Special Zone has a population of 1,964,038 of which 85% are living in rural 
areas (Barak District Health Office 2018:12). The study was conducted in Barak district 
of Finffinee special zone. The district is located 40 km North of Addis Ababa and the 
area of the district is 1,374.6 square kilometres (Guyo & Tamir 2014:11).  
 
According to the district health office, the district has 22 kebeles and an estimated 
population size of 88,957 (43,584 males and 45,368 females) in 2018 (Barak District 
Health Office 2018:12). The district has four health centres and 19 health posts. There 
are no hospitals in the district. The number of midwives that provide delivery care 
services in the district are seven – six have a 3-year general nursing diploma and the 
remaining one has a Bachelor of Science (BSC) degree in public health. The estimated 
house hold size in the district is 4.8 while women of reproductive age comprise 22.13% 
of the total population. Approximately, 3,087 women deliver their babies every year in 
the district. There are two ambulances that provide delivery related emergency 
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services. Of the expected 3,087 pregnant women in the last one year (July 2017-June 
2018), only 451 (14.6%) delivered in health facilities (Barak District Health Office 
2018:16).  
4.3.2.1.2 Sample 
According to Ott and Longnecker (2010:5) a sample is selected to represent the 
characteristics which are observed in the source population. 
 
Accessible population 
The population to which the conclusions apply in research is the accessible population. 
This population is the population from which the researchers draw their samples 
(Asiamah, Mensah & Oteng-Abayie 2017:1612). The respondents for the quantitative 
study were recruited from women of 15-49 years of age who gave birth within a year 
before the study and should be regular residents of the selected districts. 
 
Sampling frame 
So as to choose a sample for a quantitative study from the source population, the best 
way is to apply random sampling technique. In this method, chance alone figures out 
who will be included in the sample. This would help to remove the possibility of selection 
bias. In order to apply random sampling, a sampling frame, which is the total list of the 
sampling unit, need to be prepared (Asiamah et al 2017:1616; Fox, Hunn & Mathers 
2007:12). Each kebele has a health post. The health posts have a list of all women who 
have delivered or are pregnant or lactating. The sampling frame for this study was 
taken from the list of women of 15-49 years of ages who gave birth within one year 
preceding the survey and were regular residents of the selected districts. 
 
Sample size 
For determining appropriate sample size, Cochran’s (Cochran 1977:74) sample size 











 = 235 
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The procedure resulted in a minimum sample size of 235 where: 
t = value for selected alpha level of 0.025 in each tail = 1.96 
p = estimate of variance (in this case estimated proportion of women who delivered in 
health facilities in Oromia = 18.8%). 
d= acceptable margin of error for proportion being estimated = 0.05 
 
A two stage (at kebele and household level) random sampling technique was utilised 
to select study respondents. Since multi-stage sampling is used to decide the sample 
size, the number obtained from Cochran’s formula is multiplied by 1.5 to account for 
the design effect. Other researchers in Ethiopia (for example Dejene & Hailemariam 
2015: Online) who conducted research in institutional delivery services used a design 
effect of 1.5 to determine sample size. This resulted in 353 participants. Finally, the 
sample was adjusted for a non-response rate of 15%. The final number required stood 
at 406. 
 
The final sample size is also cross-checked with the sample size requirement of 
structural equation modelling (Hair, Black, Babin & Anderson 2010:572). 
 
As observed by Chan, Lee, Lee, Kubota and Allen (2007:53), inadequate sample 
creates undesirable results in structural equation modeling analysis. The effects 
include “low power to detect significant path coefficients and variance, and sampling 
error in the covariance matrix affecting fit indices” (Chan et al 2007:53). Although there 
is a general agreement that larger the sample sizes are required, there is no agreement 
how many is needed for structural equation modeling (Quintana & Maxwell 1999:485; 
Chan et al 2007:53; Wolf, Harrington, Clark & Miller 2013: 930). Some, like Bagozzi 
and Yi (1988:74) argue that a small sample is adequate. However, others emphasize 
that a sample size of 100 may not be good enough for structural equation modeling. 
For example, Hair, Anderson and Black (1998:103), recommend 200 as critical sample 
size. Similarly, Kline (1979:40) and Chan et al (2007:53) contend for a sample size of 
200 or larger for complicated path models.  Tabachnic and Fidell (1996:132) 
recommend a sample size between 200-300 as good for structural equation modeling. 
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Sampling technique  
The most important decision in sampling is between probability and non-probability 
sampling approaches. Non-probability sampling comprises the selection of 
respondents by non-random methods and is used when the most conveniently 
available subjects of the population in question is used while probability sampling 
elements are selected by pure chance from the population (Omair 2014:145; Polit & 
Beck 2006: 264). Probability sampling helps to remove the possibility of selection bias 
(Babbie 2013:72). Probability sampling tends to be unbiased and allows statistical 
estimation of sampling errors. However, it requires long time for planning and 
execution, and generally have bigger costs as compared to non-probability sampling 
which is easier, quicker and less costly (Babbie 2013:72). 
 
In this phase of the study, a multi-stage probability sampling strategy was utilised. 
Barak district has 22 kebeles. From the total 22 kebeles, four kebeles were selected 
for the study using a lottery method. The health posts in each kebele have a list of all 
women who have delivered or are pregnant or lactating. Respondents were selected 
randomly from this list and the number of respondents from each kebele was 
determined proportional to the population size of the kebele. Then, respondents were 
selected by simple random sampling method. Table 4.2 depicts the samples selected 
from each kebele. 
 
Table 4.2: Samples selected proportional to population size 
Kebele Population Deliveries Sample 
Burra Barak 2723 95 58 
Dire Sokoru 4495 156 96 
Lencha 7014 245 150 
Sire Guyo 4813 167 102 
 19045 662 406 
Data obtained from Barak district health office (2018:18) 
 
4.3.2.1.3 Inclusion and exclusion criteria 
The inclusion and exclusion criteria are presented below. 
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Inclusion criteria 
According to Boswell and Cannon (2011:149), inclusion criteria define the 
characteristics that make individuals eligible to be in the sample. The inclusion criteria 
for this study were: 
 women belonging to the age group 15-49 years. 
 women who gave birth in the last one year before the time of data collection to 
minimise recall bias. 
 women who had been residing in the Barak district for at least one year. 
 women who consented to participate. 
 
Exclusion criteria 
According to Boswell and Cannon (2011:149), exclusion criteria define the 
characteristics that make individuals ineligible to be in the sample. The exclusion 
criteria for this study are: 
 all women below 15 years and above 49 years of age regardless of their child 
birth status 
 women who had never given birth in the last one year before data collection 
 women who were not residents of Barak district for at least one year 
 women who did not give consent. 
 
4.3.2.1.4 Data collection  
According to Cooper and Schindler (2001:135), “the process of data collection 
involves collecting opinions and useful information from target participants about the 
research questions”. Face to face, telephone calls, emails, are some of the tools used 
for data collection. Therefore, applying the correct tool for data collection is a very 
important step (Moule & Goodman 2009:288). 
 
Development of the data collection instrument 
Data is collected through structured questionnaire in this study. ‘A questionnaire is a 
group of questions designed to elicit information from a respondent when asked by 
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interviewer or completed unaided by the respondent” (Polit & Beck 2008:414). In 
structured questionnaire the questions asked are developed in advance.  
 
Tool development 
Nominal and ordinal scales that were utilised in this study. Nominal scales were applied 
to items that specify the respondents’ demographic characteristics. Ordinal data in the 
form of Likert scale was used to measure the PMT and TPB variables. The Likert scale 
obliged respondents to settle on a choice on their degree of concurrence with a given 
statement. Nemoto and Beglar (2014:5) recommend that the scale points between four 
and six should be used, because four scale points are not difficult to understand; while 
six scale points permit the possibility of increased measurement precision. A five-point 
scale was applied in this study as it is deemed fit for rural respondents. 
 
Methods effects 
“Methods effects”, which is also referred to as “methods halo” occurs when 
respondents provide responses based on the way the items are sequenced in a 
questionnaire (Straub, Boudreau & Gefen 2004:380). According to these researchers, 
Cronbach alpha values greater than 0.95 are highly suspicious for this reason. To 
minimize any potential effects from method bias, each item in this study was reviewed 
to ensure that it was not likely influenced by any of the other responses and items from 
each construct ordered randomly. 
 
Study variables  
The shared and unique components from the Theory of Planned Behaviour and 
Protection Motivation Theory models were operationalised and adapted to the 
behaviour at hand: delivery care seeking. The items (based on Theory of Planned 
Behaviour variables) were constructed according to the recommendations provided by 
Francis et al (2004:11) while the items used to measure variables derived from the 
Protection Motivation Theory were adapted from previous research conducted by 
Gaston and Prapavessis (2012:12). 
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Behaviour (BEH) 
Behaviour denotes self-reported place of delivery. Behaviour is measured using 
dichotomous responses representing place of delivery (home or health facility). 
 
Intention (INT) 
Intention is an antecedent to actual behaviour (Ajzen 1991:179). A strong intention to 
deliver in a health facility will positively influence place of delivery. 
 
As recommended by Francis et al (2004:8), intention was measured by four items 
which were worded very similarly with differences in the usage of the verbs expect, 
want, decide and intend. The direct measure for intention is obtained by the following 
four items: 
 “During my most recent pregnancy, I wanted to deliver in a health care facility” 
rated from strongly disagree (1) to strongly agree (5),  
 “During my most recent pregnancy, I planned to deliver at home” rated from 
strongly agree (1) to strongly disagree (5) and, 3), 
 “During my most recent pregnancy, I intended to deliver in a health care facility” 
rated from strongly disagree (1) to strongly agree (5), and  
 “During my most recent pregnancy, I decided to deliver in a health care facility” 
rated from strongly agree (1) to strongly disagree (5).  
 
Perceived vulnerability (VUL) 
Vulnerability to pregnancy related complications were measured by five items:  
 “During your most recent pregnancy, what do you think was your risk of 
developing complications from home delivery?” rated from very low risk (1) to 
very high risk (5), 
 “Personally, how vulnerable were you to develop complications during your 
recent delivery?” rated from not at all vulnerable (1) to extremely vulnerable (5). 
 “Compared to other women, I felt that my chances of dying from pregnancy 
complications during the most recent delivery were” rated from much lower (1) 
to much higher (5), 
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 “My past experiences made me believe that I was not likely to develop 
complications during my most recent pregnancy” rated from strongly agree (1) 
to strongly disagree (5), and 
 “Since I did not have pains or symptoms, there was no need to deliver in a health 
facility” rated from strongly agree (1) to strongly disagree (5). 
 
The prediction proposed in this study is that high perceived vulnerability to delivery 
related complications will positively influence delivery care seeking from a health 
facility. 
 
Perceived severity (SVR) 
Measure of severity of delivery related complications was achieved by using five items: 
 “During your most recent pregnancy, how serious did you think were delivery 
complications?” rated from not at all serious (1) to extremely serious (5), 
 “If I had delivery complications during my most recent delivery, it would have 
interfered with my leading a normal life” rated from strongly disagree (1) to 
strongly agree (5), 
 “If I had delivery complication during my most recent delivery, it would not have 
interfered with my family’s leading a normal life” rated from strongly agree (1) to 
strongly disagree (5), 
 “The thought of developing pregnancy complications during my most recent 
pregnancy was scaring me,” rated from strongly disagree (1) to strongly agree 
(5), 
 “Pregnancy complications were not considered as severe as other diseases” 
rated from strongly agree (1) to strongly disagree (5). 
 
The prediction proposed in this study is that high perceived severity of delivery related 
complications will positively influence delivery care seeking from a health facility. 
 
Response efficacy (REF) 
Response efficacy is measured by asking women to report on five items: 
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 “To what extent delivering in health facility would have helped you to reduce the 
risk of complications of delivery?” rated from not at all helpful to greatly helpful, 
 “During delivery, to what extent were facility-based services better than 
traditional services” rated from not at all better (1) to far better (5),  
 “How effective did you feel delivering at home would have been in reducing your 
risk of developing pregnancy complications,” rated from extremely effective (1) 
to extremely ineffective (5), 
 “How confident were you that any delivery complication would be detected and 
treated effectively in a health facility?” rated from not at all confident (1) to 
extremely confident (5), and 
 “By careful choice of a health facility, how effective would you have been able 
to control delivery-related complication” rated from extremely ineffective (1) to 
extremely effective (5). 
 
The prediction proposed in this study was that high response efficacy will enhance 
delivery care seeking from a health facility. 
 
Attitude (ATT) 
Attitude can influence intention to practice a specific behaviour. The prediction is that 
pregnant women having with the right attitude towards facility-based delivery would 
tend to develop positive intentions to deliver in a health facility. 
 
Mothers responded on a five-point scale to the statement, “for me, the thought of 
delivering in a health facility during my most recent pregnancy was:” in relation to six 
semantic differentials: harmful/beneficial, bad/good, unpleasant/pleasant, 
useless/useful, foolish/wise, and undesirable/desirable.  
 
Subjective Norm (SNR) 
The subjective norm about seeking delivery care from a health facility was measured 
by five items:  
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 “Most people who are important to me thought that I should not deliver in a health 
facility during my most recent pregnancy,” rated from strongly agree (1) to 
strongly disagree (5), 
 “It was expected of me that I delivered at home during my most recent 
pregnancy,” rated from strongly agree (1) to strongly disagree (5), 
 “The people in my life whose opinions I value approved of health facility delivery 
during my most recent pregnancy” rated from strongly disagree (1) to strongly 
agree (5), 
 “I did feel under social pressure to deliver in a health facility during my last 
pregnancy,” rated from strongly disagree (1) to strongly agree (5), and  
 “Many people like me delivered at home during my most recent pregnancy” rated 
from strongly agree (1) to strongly disagree (5). 
 
Perceived behavioural control (PBC) 
The items used to measure perceived behavioural control were developed based on 
those typically used in tests of the Theory of Planned Behaviour (Francis et al 2004:8). 
The direct measure of perceived behavioural control of seeking delivery care from a 
healthcare facility was achieved by assessing the respondents’ self-efficacy about the 
controllability of the behaviour (Francis et al 2004:8) by asking mothers to report on five 
items: 
 “For me to deliver in a healthcare facility during my most recent pregnancy was:” 
rated from very difficult (1) to very easy (5), 
 “The decision to deliver at home was beyond my control” rated from strongly 
agree (1) to strongly disagree (5), 
 “During my most recent pregnancy, I was not sure that I would deliver in a health 
facility,” rated from strongly agree (1) to strongly disagree (5), 
 “There were many circumstances outside my control that prevented me from 
delivering in a health facility,” rated from strongly agree (1) to strongly disagree 
(5), 
 “If I had the opportunity and resources, I would have loved to deliver in a health 
facility,” rated from strongly disagree (1) to strongly agree (5). 
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Translation of the data collection instrument 
Forward and backward translations between the source language and the local 
language are recommended practice in health surveys (Kazi & Khalid 2012:514). First 
the tool is translated forward into Afan Oromo language, and then translated backward 
to English by a professional translation firm and the discrepancies between the two 
were resolved (see Annexures I, J, K & L). 
 
Pre-testing of the data collection instrument 
Pre-testing is an essential part of questionnaire development to minimize confusions 
and misinterpretations (Sekaran 2003:47). 
 
First, the tool was evaluated by three qualified professionals in the field of health 
communication through a half-day face-to-face meeting. The objective of the expert 
panel review was ensuring the items were within the domain of the constructs and 
measured what they intended to measure. The experts assessed the relevance of each 
item against the construct and suggested a need for any change in the wording of the 
scale item or whether the item is a candidate for elimination.  
 
In total five items were eliminated either for not being able to capture construct 
dimensions adequately or for being redundant. Additional six items were modified. 
Thus, the completion of this process resulted in a refined 36-item scale with multiple 
items to represent each of the seven constructs (intention, vulnerability, severity, 
response efficacy, attitude, subjective norm and perceived behavioural control) and a 
single item for measuring place of delivery (behaviour). 
 
The revised questionnaire was then pretested in the target population by the trained 
enumerators. Based on the comments and suggestions received, minor changes to the 
wording of some of the items were made in order to enhance their clarity, meaning and 
readability. 
 
On average, the time required to administer a questionnaire was 30 minutes.  
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Selection and Training of data collectors 
Ten female data collectors and two supervisors were deployed to administer the 
questionnaire and complete the data collection in 10 days. Female data collectors were 
preferred as women in rural areas of Ethiopia may be reluctant to provide answers to 
sensitive issues such as pregnancy outcomes to a male interviewer. This statement is 
supported by Dutamo, Assefa and Egata (2015:3) who used female data collectors for 
their study on maternal health care utilisation because mothers feel free to discuss 
personal issues with women rather than men. 
 
Data collectors were chosen form those that had been involved in similar surveys 
previously. All data collectors were required to have a BA degree in health related fields 
and were able to speak, read and write the local language – Afan Oromo. 
 
Data collectors received a one-day training. The training had three sections-theoretical, 
role play and participation in pretesting. During the training each section of the 
questionnaire, informed consent, and instructions were discussed. The data collectors 
were trained on how to identify the appropriate respondents, and how to complete the 
questionnaire. Special attention was given to ethical research principles and behaviour 
(including voluntary participation and informed consent). The training included lecturing 
as well as practice, both in-class and in the field by the researcher. Data collectors also 
had the chance to exercise in the role plays.  
 
The pretesting exercise had given them the chance to estimate the actual length of 
time required to administer the tool, the average time required to move from house to 
house and the challenges that could be faced in the field during the actual data 
collection.  
 
Questionnaire administration and supervision 
Data was collected in the last week of October 2018 during day time. In the evening, 
all the interviewers met the researcher to submit the completed questionnaires, discuss 
challenges encountered, check the completeness of the questionnaires.  
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Obtaining permission for field work 
Ethical clearance certificate was obtained from UNISA. Support letter was sought and 
obtained from Oromia Region Health Bureau, Finffinee Zone Health Department and 
Barak district Health Office.  
 
4.3.2.1.5 Data analysis  
The “Structural Equation Modeling (SEM) is a data analysis technique which enables 
researchers to answer a research questions in a single, comprehensive analysis by 
modeling the relationships among independent and dependent constructs 
simultaneously” (Gefen, Straub & Rigdon 2011: iv). SEM allows simultaneously 
estimating the “relationships between observed and unobserved variables and the 
relationship among unobserved variables” (Zhang 2014:96).  
 
Considering the complexity of the conceptual model, SEM has been chosen as the 
main statistical analysis method. 
 
Preliminary data analysis 
The Statistics Package for Social Sciences (SPSS) version 25 was applied for 
preliminary data analysis. Missing data, outliers, normality were evaluated using SPSS. 
In addition, means, standard deviations and frequencies computed using the same 
software. Before applying structural equation modeling, factor analysis was run to 
summarise “the variables into smaller number of factors” (Haire et al 1998:103). 
 
Missing data 
As quantitative surveys usually involve a large number of samples, missing data is an 
unavoidable common problem (Sterne, White, Carlin, Spratt, Royston, Kenward, Wood 
& Carpenter 2009: online). According to Wood, White and Thompson (2004:368), 
biased parameter estimates are created by missing data. The potential impacts of 
missing data rely upon its recurrence, the missing data patterns and the reasons 
(Sterne et al 2009: online). According to Hair, Black, Babin, Anderson and Tatham 
(2006:530), “if the pattern of missing data is systematic, any technique used to treat 
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this missing data could possibly generate biased results whereas, if the missing data 
is scattered in a random fashion with no distinct pattern (i.e. missing completely at 
random), any remedy to treat this problem is assumed to yield acceptable results”.  
 
Outliers 
Exceptionally dissimilar values in the data set are outliers (Kline 1998:10; Hair et al 
2014 :66). According to Kline (1998:75) outliers are divided in to two types. “A 
univariate outlier is the case that has an extreme value on one variable whereas a 
multivariate outlier is a case with an unusual combination of values on two or more 
variables” (Kline 1998:75). Miller (1991:907) classifies univariate outliers as “scores 
more than three standard deviations away from the mean”. Z-score frequency 
distributions are used to identify univariate outliers while Mahalanobis distance (D2) 
test is utilized to pinpoint the presence of multivariate outliers (Hair et al 2014:67). 
 
Normality 
As per Hair et al (2014:69), normality is denoted as the “shape of the data distribution 
or an individual metric variable and its correspondence to normal distribution, which is 
the benchmark for statistical methods”. In structural equation modeling, interpretation 
of results might be affected by normality (Hair et al 2014:69). 
 
Visual inspection and analysis of the values of kurtosis and skewness are utilised to 
determine normality (Hair et al 2014:69). The same authors contend that “skewness 
portrays the symmetry of distribution whereas the kurtosis refers to peakedness or 
flatness of the distribution compared with the normal distribution. In normal distribution, 
the scores of skewness and kurtosis are zero”. Hair et al (2014:80) mentions values 
below -2 or above +2 demonstrate significant skeweness while Kline (2005:48) opines 
a kurtosis index values of above 8 as extreme. 
 
Factor analysis 
The process of reducing a large data into smaller components is factor analysis (Hair 
et al 2014:92). To achieve this, exploratory or confirmatory factor analysis can be 
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applied. Each construct’s dimensions were analised by using exploratory factor 
analysis while for testing relationships, confirmatory factor analysis was utilised (Hair 
et al 2014:599). 
 
Structural Equation Modeling (SEM) 
There were two explanations for picking structural equation modeling for analysing data 
in this study. The first reason is that a single model can be used to examine multiple 
relationships among multiple variables by applyinstructural equation modeling (Gefen 
et al 2011: iv). The other important reason is that it is a strong technique to deal with 
complex relationships (Zhang 2014:96; Hox & Bechger 1998:354). 
 
Measurement model 
The interrelationships between indicator and latent variables are explained by 
measurement model (Tabachnick & Fidell 2001:613). As recommended by Hoyle 
(2000:469), confirmatory factor analysis (measurement model) is applied after 
exploratory factor analysis is done to reduce the large set of data into smaller factors. 
A two-step process is recommended by Brown (2006:49; Hair et al 2014:108)) during 
the application of confirmatory factor analysis to assess the measurement model: 
 deciding criteria for goodness of fit indices; and 
 assessing validity and reliability. 
 
Goodness of fit indices 
There are three fit indices in SEM: absolute, incremental, and parsimony fit indices 
(Brown 2006:81). For assessing the overall model fit, the absolute fit indices applied 
were likelihood ratio statistic chi-square (χ²), the root mean square error of 
approximation, and the goodness of fit index (Hoyle 2000:482). For comparing the 
proposed model to the baseline model, the incremental fit indices applied were the 
normed fit index and comparative fit index (Brown 2006:84). For investigating whether 
the estimated model can be improved, the parsimonious fit index applied was the 
adjusted goodness-of-fit index (Hoyle 2000:483). 
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Model estimates 
Beside the goodness of fit measure, additional standardised estimates were also 
applied to assess the measurement model. These estimates include factor loadings 
and critical ratios. A factor loading values of above 0.7 and a critical ratio values of 
greater than 1.96 were set as cut-off points for this study (Hoyle 2000:484; Tabachnick 
& Fidell 2007:613) 
 
4.3.2.1.6 Validity and reliability  
Application of a model requires a tool to measure the variables related to the behaviour 
of interest and should demonstrate evidence of psychometric properties, such as 
validity and reliability (Cornelio, Gallani, Godin, Rodrigues, Mendes & Nadruz 
2009:701). Validity and reliability are described below the way they are applied to the 
quantitative phase of this research. 
 
Reliability 
The consistency and stability of measurement results shows the degree of reliability 
(Roberts & Priest 2006:41). Cronbach’s alpha reliability coefficients were utilised to 
quantify the reliability of the measurement items as proposed by Kimberline and 
Winterstein (2008:2277). 
 
Roberts and Priest (2006:42) classify alpha  coefficient values less than 0.6 as poor, 
values equal to 0.7 as acceptable, and values greater than 0.8 as good. Alpha reliability 
coefficients value of 0.7 is set as a minimum criterion in this study. 
 
External validity 
Generalizability of the study results indicate the strength of external validity Kalaian 
and Kasim (2008: online).  As all the survey respondents in this research were taken 
from a single district, the findings of the study may not be generalsable to areas outside 
of the study district. 
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Content Validity 
Content validity determines whether a measure sufficiently embodies a construct 
(Brown 2000:8). As recommended by Kimberline and Winterstein (2008:2279), content 
validity was ensured by enlisting three researchers from Addis Ababa University and 
Ministry of Health, who are experts in the area of health communication, to make 
judgments, and revise the measures of each construct accordingly.  
 
Convergent validity 
The level to which two measures capture a common construct is convergent validity 
(Hair et al 2014:631). To measure the convergent validity of each construct, factor 
loadings, average variance extracted and construct reliability are utilised (Hair et al 
2014:631). As recommended by Hiar et al (2014:632), to measure the adequacy of 
convergent validity, a standardised loading value of 0.7 or higher, an average variance 
extracted estimation of greater than 0.5, and a reliability estimate value of above 0.7 is 
set as criteria.  
 
Discriminant validity 
Discriminant validity validates the level of distinction between latent variables (Byrne 
2010:291). Average Variance Extracted estimate consistently larger than the squared 
inter-construct correlations estimates indicates support for discriminant validity of the 
construct (Hair et al 2014:633). 
 
Nomological validity 
As Byrne (2010:292) indicated, the level a variable performs its unique behaviour as 
expected (Byrne 2010:292) demonstrates nomological validity. “Nomological validity is 
tested by examining whether or not the correlations between the constructs in the 
measurement model make sense” (Hair et al 2014:633). In the conceptual model used 
in this research, vulnerability, severity, response efficacy, attitude, subjective norm and 
perceived control were expected to have positive relationships with intention. Similarly 
perceived control and intention were expected to have positive relationships with 
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behaviour. (Hair et al 2014:634). The estimated correlation values were utilised to 
evaluate the existence of nomological validity (Hair et al 2014:634).   
 
Structural model 
The goodness of fit measures of the structural model were examined using absolute, 
incremental, and parsimony fit indices (Hair et al 2014:641). 
 
4.3.2.2   Phase 2:  Qualitative phase 
The focus inquiry in this part of the study is explaining why certain variables, identified 
in the quantitative phase, contributed to and/or impede delivery care seeking 
behaviour. 
 
While the study conducted in Phase 1 gave a quantifiable outline of significant factors 
that influence delivery care seeking behaviour, it did not allow to develop a deeper 
understanding of the significant elements. For this, a more subjective interpretivist 
stand was required.  
 
In a sequential mixed design, the design of the second phase is based on the 
conclusions of the first phase (Teddlie & Tashakkori 2009:69). In order to explain how 
certain variables, identified in the quantitative part of the study, were significant 
predictors of delivery care seeking behaviour, an additional qualitative approach was 
required.  
 
4.3.2.2.1   Data collection method 
By extending the scope of the research problem, in order to explain the quantitative 
findings, qualitative data was collected next (Creswell & Plano Clark 2007:75). There 
are different qualitative research strategies and a number of data collection methods. 
Wolcott (2009:10) concisely puts three ways through which qualitative researchers 
collect data:  observation, interviewing and examining. 
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In phase two, interviews were employed to collect qualitative data using a semi-
structured interview tool to illicit in-depth and spontaneous responses (Ryan, Coughlan 
& Cronin 2007:658). Semi-structured interviews are particularly valuable “when the 
research topic is sensitive or complex as is the case in this study” (Fielding & Thomas 
2008:123; Fontana & Frey 2000:645). The interviews were used to explore the 
information retrieved in Phase 1, supplementing the results retrieved in the quantitative 
phase as it relates to delivery care seeking behaviour and variables influencing 
women’s behaviour to get delivery care from health facilities. 
 
The process of semi-structured interview includes identification of the data source, 
developing the semi-structured interview guide, employing the interview and analysing 
data (Rubin & Rubin 2005:37). 
 
4.3.2.2.2   Data sources   
In a sequential mixed-method design, the design of the follow-up study is based on the 
conclusions of the first study as suggested by Teddlie and Tashakkori (2009:30).  In 
this study, the quantitative part was connected to the qualitative study at the 
subsequent stage where the qualitative phase study participants were chosen from the 
respondents involved in the quantitative phase for follow up interviews. Similarly, the 




As in Phase 1, all women of child bearing age of 15-49 years of olds who were regular 
residents of the selected district were the target population. 
 
Accessible population 
Study participants for the follow up qualitative study were chosen from women of child-
bearing age of 15-49 years of olds who participated in the previous phase of the study. 
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4.3.2.2.3   Inclusion and exclusion criteria 
The inclusion and exclusion criteria are presented below. 
 
Inclusion criteria 
The appropriateness criteria denote the attributes the study participants share in 
collectively that must be considered during participant sample selection (Boswell & 
Cannon 2011:149). The inclusion criteria for this study were: 
 women of 15-49 years of age; 
 women who delivered with in the preceding one year from the time of data 
collection; 
 women who had been residing in the study districts for at least one year; 
 women who took part in the prior quantitative part of the study; and 
 women consented to participate. 
 
Exclusion criteria 
According to Boswell and Cannon (2011:149), exclusion criteria defines the 
characteristics that makes individuals ineligible to be in the sample. The exclusion 
criteria for this study were: 
 all women below 15 years and above 49 years of age regardless of their child 
birth status; 
 women who did not deliver with in the preceding one year from the time of data 
collection; 
 women who were not residents of the study districts for at least one year 
 women who did not participate in Phase 1; and  
 women who did not give consent. 
 
4.3.2.2.4   Sampling 
Qualitative study has no agreed strategy for defining the quantity of study participants. 
So it was decided to collect data from16 participants.  An extra 10 participants were 
chosen and held available, in case data saturation did not happen with the first 10 
interviews. 
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The selection of participants was a purposeful sample that represents a maximal 
variation approach where participants are selected to represent distinct variations 
within the group (Suri 2011:67). 
 
The results of the quantitative phase showed that there are two distinct groups of 
participants in the qualitative phase: (a) respondents who delivered in a health care 
facility, and (b) respondents who delivered at home. The correlation analysis showed 
that age, distance from delivery care service provider, and antenatal care utilisation 
had significant associations with either or both intention and place of delivery. These 
findings helped to select participants for the follow-up qualitative part of the study. 
 
Sixteen participants, that displayed different dimensions of each of the aforementioned 
demographic factors, were chosen for the follow-up qualitative part. Eight of these 
participants had delivered in a health care facility, while the remaining eight participants 
had delivered at home. In each of the two groups, eight women with the above 
demographic characteristics were interviewed. Women interviewed in each group and 
their demographic features are presented in the Table 4.3 below. 
 
Table 4.3: Sampling strategy for the qualitative study 
 
 
4.3.2.2.5   Data collection tool 
The interview tool was constructed based on the findings of the quantitative phase, the 
second connecting point between quantitative and qualitative phases. 
Home Health Facility
Less than 30 years 1 1
30 years and above 1 1
No ANC visits 1 1
2 or more ANC visits 1 1
5 KM or less 1 1
10 KM or more 1 1
1 child 1 1
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Interview guide 
According to Ryan et al (2009:658), formulating the interview tool is key to getting valid 
information that will address the objectives of a research. For this phase of the study, 
a semi-structured interview guide was developed. The interview tool was composed of 
queries related to the most important factors identified in Phase 1, and was intended 
to inspire descriptive reactions from the participants. When appropriate, the inquiries 
were enhanced and supported by prompts and probes. 
 
The protocol had a description of the study to be read to the interviewees, and then 
queried if they would like to involve in the study. The participants were initially 
encouraged to talk about themselves, their occupation, and their family. The 
introductory questions were used to serve as in ice-breaker, to increase the comfort 
level of participants, and to gain additional details on the participants for the qualitative 
phase. 
 
The core questions were grounded in the results of the statistical tests of the 
relationships that were significant between participants’ delivery care seeking 
behaviour, and predictors related to delivery care seeking behaviour identified in the 
quantitative phase. 
 
Finally, the exit questions were (a) if any information was missed by the interviewee, 
(b) if all questions were understood, and (c) if the participant would be willing to be 
contacted to clarify any of their statements. 
 
The final tool was pretested with participants who are representative of the target 
population (see Annexitures M & N for interview guide). 
 
Pretesting of the data collection instrument 
Janesick (1994:213) encourages to do apply a pre-test for qualitative researchers. The 
author contends that the pre-test allows to identify specific areas of the tool that lacked 
clarity.   
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The purpose of pre-testing the interview guide was to (a) identify if the questions utilized 
were appropriate and comprehensible; (b) test the procedures, time requirements and 
equipment; .and (c) identify if the questions were gaining the insight necessary to 
answer the research question. 
 
The pre-testing was conducted with four mothers in the same target population from 
Phase 1 (two participants who delivered in health care facility, and two participants who 
delivered at home). After providing informed consent, the data collectors conducted 
interviews with the participants. Upon completion, participants were debriefed to gain 
insight on the clarity and relevance of the semi-structured interview protocol questions. 
Interviews took approximately forty-five minutes to complete.  
 
4.3.2.2.6   Data collection 
The qualitative part of the data collection was done in February 2019. The interviews 
were conducted face-to-face by three data collectors with a public health background. 
Female interviewers, who participated in Phase 1, conducted all the interviews over the 
period of four days. Prior to the interview, the interviewers were trained on their roles 
and responsibilities throughout the interview process (including: welcoming 
participants, taking notes, operating the audiotapes, how to probe the participants). 
 
Gillham (2000:38) recommends that getting ready interviewees ahead of time helps to 
address some practical and ethical issues. It provides interviewees a chance to ponder 
whether they consent to the topic, and an opportunity to consider what they may say 
and prepare themselves.  
 
Oral information was provided to the participants on the purpose, issues to be 
discussed, and time required for the interview. The participants were then asked for 
their consent to participate in the study. Before the proceedings began, participants 
were likewise asked whether the interview could be recorded and were guaranteed that 
the data would be utilised distinctly for the purpose of the study. 
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For each interview, the digital recorder was operated and notes were recorded by an 
interviewer. Notes were taken on the time, date, and the name of each participant. 
Each interview took an average of thirty-five minutes. The interviewers’ notes along 
with the audiotape were used to ensure accuracy and trustworthiness of the findings 
within the qualitative phase. 
 
The interviews were transcribed by the data collectors and translated into English by 
professional translators.  
 
4.3.2.2.7   Data analysis 
As described by Hesse-Biber, Rodriguez and Frost (2015:4), “qualitative data analysis 
is driven by the assumption that reality is socially constructed and that it is about making 
sense of the subjective meanings of data”.  
 
Thematic analysis method is applied for analyzing the qualitative data. 
 
Thematic analysis 
According to Given (2008:867), “thematic analysis as “a data reduction and analysis 
technique by which qualitative data are segmented, categorised, summarised and 
reconstructed in a way that captures the important concepts within a data set”. 
 
According to Pearce (2015:48), in mixed methods research, researchers could rely on 
theory and prior research to determine coding categories before examining the data. 
The coding was determined based on the model’s constructs and the results of the 
previous quantitative research phase and this gave a clear sense of the concepts that 
guide the research (Pearce 2015:48), 
 
The networks in the thematic analysis create structures that look like a web. These 
structures capture the emerging themes identified in the data set. Attride-Stirling 
(2001:385) argues “thematic analysis is robust and highly sensitive tool for the 
systematization and presentation of qualitative analysis”. 
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In this study, thematic network analysis uses four categories: themes, sub-themes, 
categories and sub-categories. The coding process started from sub categories which 
were identified from the data. After all the sub categories were identified, the sub 
categories were merged into categories. The categories were then united into sub-
themes. The sub-themes were then brought together into themes.  
 
4.3.2.2.8   Establishing rigour in qualitative research 
According to Noble and Smith (2015:34), the idea of reliability and validity are 
connected with quantitative studies. When doing qualitative research, alternative 
frameworks are used for ensuring rigour. 
 
Establishing trustworthiness in a study refers to ensuring the study’s findings are 
accurate, and the argument for these findings is accurate. According Connelly 
(2016:435), four factors should be addressed when ensuring a qualitative study is 
trustworthy: credibility, transferability, dependability, and confirmability. 
Credibility within a study refers to the presentation of result believed to represent the 
participants’ perspective and its comparable concept in a quantitative study is internal 
validity (Connelly 2016:435). To ensure credibility, triangulation and thick description 
were utilised to establish trustworthiness. Triangulation implies using various 
techniques to make up for their individual limitation and utilise their particular 
advantages and make precise deductions from the participants' perspective (Shelton 
2004:253).  
 
Dependability refers to the reliability of the results, or how well the results can be 
replicated (Anney 2014:276). In this study, the qualitative and quantitative findings were 
compared to create thick meta-inferences for the study. In addition, to enhance 
credibility, a thick description was provided (Shenton 2004:73). 
 
Transferability refers to the ability of results to be transferred to other contexts (Anney 
2014:276). Transferability was ensured by providing through description of the contexts 
of the study. In addition, the methodology and research findings were presented in 
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detail to enable the reader to decide if the results are transferable to contexts similar to 
that portrayed in the study. A narrative was developed from the interviews to provide 
readers firsthand account of the factors that influence delivery care seeking behaviour 
in rural Ethiopia.  
 
Confirmability alludes to the strategies utilized to confirm the results to reduce the 
incorporation of the bias views of the researcher into the developed inferences (Anney 
2014:277). The comparable concept of confirmability in quantitative study is objectivity. 
It was attained by triangulating results from quantitative phase with findings from the 
qualitative phase to lessen the impact of investigator predisposition (Shenton 2004:72). 
 
4.3.2.3   Phase 3: Meta-inference phase 
One of the notable issues among researchers pursuing mixed methods research is 
how much they really integrate the quantitative and qualitative segments of their studies 
(Bryman 2006:97). The principal issue is the means by which mixed methods 
techniques commonly light up the results with the goal that the final result is more than 
the separate quantitative and qualitative parts (Bryman 2007:8).  
 
The justification for a mixed methods research in this study was to obtain meta-
inferences to inform the formulation of a health promotion framework by drawing 
predictors from two major social cognition theories – Protection Motivation Theory and 
Theory of Planned Behaviour - that could be utilised to enhance the promotion of 
facility-based delivery in rural Ethiopia. 
 
In order to create these meta-inferences, the findings from quantitative part which 
answered the research questions, were interpreted. Then, the findings produced from 
the qualitative phase were used to further explore the research questions of that phase. 
This procedure allowed the researcher to better understand the phenomenon of 
interest.  
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Related literature of both quantitative and qualitative studies on this phenomenon of 
interest was used to compare with findings in this study. 
 
4.3.2.4   Phase 4: Development phase 
Finally, the framework of the antecedents explaining delivery care seeking behaviour 
was formulated. Framework development takes into account the variables identified to 
be significant predictors of delivery care seeking behaviour (Phase 1) and applied the 
findings from the qualitative study (Phase 2) to explain and interrelate them. 
 
4.4        ETHICAL CONSIDERATIONS 
The term ethics is used to connote rules of behaviour that distinguish between 
acceptable and unacceptable behaviour. Research ethics comprises set of principles 
that guide appropriate conduct relevant to research (Hammersley & Traianou 2012: 
online; MacFarlane 2009:4). While studies can possibly carry advantages to people, it 
can be linked with unwarranted risks to those involved in the process of the study. So 
researchers need to be committed to minimising those dangers (WHO 2011:21). 
 
4.4.1    Permission to conduct the study 
After ethical clearance was acquired from the higher degree committee of the UNISA 
department of health studies, support letter was written from UNISA regional office in 
Addis Ababa. Permission for the field work was obtained from Oromia Bureau of 
Health, Finffine Zone Health Department and Barak district Health Office (see 
Annexures A, B, C, D, E, F, G & H). 
 
4.4.2    Securing informed consent 
Sufficient information should be provided and consent obtained in any research (Bhutta 
2004:774). In this study, participants were informed at the outset of the purpose, 
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4.4.3    Respect and human dignity 
Respect for persons meant that researchers should treat participants as autonomous 
agents with the right to be kept informed of the process and that their privacy must be 
respected (WHO 2011:21). 
 
Great consideration was taken to clarify the motivation behind the study to each 
participant. Data collectors made sure that the research participants first comprehend 
what was involved in the study and then the research participants voluntarily agreed to 
participate. 
 
4.4.4    Beneficence 
The principle of beneficence implies that the benefit of participation in a research 
should outweigh any harm to participants (Shore 2007:8).  
 
The principle of beneficence was upheld by conducting each data collection session 
in private where the environment was safe, non-threatening and comfortable for the 
participant. Each participant was allowed a chance to pose inquiries before and after 
data collection. 
 
4.4.5    Benefit from the research 
Benefits refer to the perception on the part of some participants that some personal 
benefit might accrue to them from their participation in the study (Shore 2007:8). Each 
participant was fully informed that no personal or monetary benefits were expected 
from their participation in the study 
 
4.4.6    Privacy and confidentiality 
Privacy refers to the right to be free from interference by others while confidentiality 
relates to the treatment of data that an individual has uncovered (WHO 2011:26). In 
this study privacy was guaranteed by coding data with identifiers instead of names. 
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4.4.7    Right to fair treatment 
Justice is the fair selection of research participants. According to MacFarlane 
(2009:15), differences in social status, education and authority between the researcher 
and the research participants is a big concern in qualitative research. In the context of 
this study, research participants were not chosen because they were convenient or 
easy to manipulate. 
 
4.4.8    The right to full disclosure 
This requires the researcher to present a full description of the study to prospective 
participants (MacFarlane 2009:15). 
 
The researcher firstly disclosed the research and its objectives in writing to Oromia 
Health Bureau and obtained clearance. Secondly, the aim and objectives and 
procedure of the data collection was disclosed to the participants and informed consent 
was obtained. 
 
4.5        CONCLUSION  
The study design and the research method as well as data analysis techniques were 
presented in this chapter. A sequential mixed method design was employed to conduct 
the study. All aspects of the data collection instruments and the mechanisms employed 
to ensure reliability and validity were described. 
 
In the following chapter, results of Phase one, Phase two, and Phase three of the study 
will be presented.  
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CHAPTER 5 
ANALYSIS, PRESENTATION AND DESCRIPTION OF THE FINDINGS 
 
5.1        INTRODUCTION 
This chapter presents phase one, phase two, and phase three of the study. Phase one 
is the descriptive phase. It utilised a quantitative method to evaluate the variables of 
the Theory of Planned Behaviour and the Protection Motivation Theory in influencing 
facility-based delivery-care seeking behaviour. Phase two is the explorative phase. It 
is qualitative part of the study to explain the determinants that contributed to influencing 
facility-based delivery care seeking practices. Phase three is the meta-inference phase 
where integration of the data across the quantitative and qualitative studies (phases 
one and two) occurred to obtain validated meta-inferences to inform the development 
of an integrated framework for promoting facility-based delivery among mothers living 
in rural Ethiopia. 
 
5.2        DESCRIPTIVE PHASE (QUANTITATIVE DATA PRESENTATION)  
As presented in Figure 5.1, 406 women were randomly selected for the study. Of which, 
nine individuals declined to participate while six responses were removed from the data 
base because of lack of consent. Screening was made for the remaining 391 responses 
on missing values and outliers, and assess normality requirement of Structural 
Equation Modeling (SEM).  
 




Figure 5.1: Total sample of participants 
 
5.2.1     Data screening 
Preliminary analysis was conducted to examine missing values, outliers and normality 
of the data in consistent with the procedures outlined by Hair et al (2014:62) through 
SPSS version 25.  
 
5.2.1.1   Missing data 
According to Tabachnick and Fidell (2001:460), missing values are not uncommon in 
research. However, no missing values were observed in this study.  
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5.2.1.2   Outliers 
Tabachnick and Fidell (2001:462) classify cases with Z scores higher than 3.29 (p  
two tailed test) as univariate outliers. There was no univariate outlier as all cases were 
below the Z score of three.  
 
For computing the existence of multivariate outliers, the value of Mahalanobis distance 
was used (Tabachnick & Fidell 2001:462).  Of the total 391 responses that were 
entered for screening, only two cases of multivariate outliers were deleted as their D2 
were considerably higher compared to other cases. As depicted in Figure 5.1, after 
deleting these two outlier cases, 389 cases were retained for further analysis. 
 
5.2.1.3   Normality 
Skewness and kurtosis are measures of normality (Tabachnick and Fidell 2001:462). 
Normality is maintained by keeping the values of skewness and kurtosis are kept 
between -2 to +2 (Tabachnick & Fidell 2001:463).  
 
As no variable had skewness and Kurtosis value of greater than 2.00 or less than -2, 
the existence of normality is assured.  
 
5.2.2    Descriptive analysis 
The sociodemographic profile of the participants, including: age, religion, marriage 
status, education level, employment, income, number of children, number of antenatal 
care visits, how far the health facility that provide delivery care is located, place of 
delivery, occurrence of pregnancy complications, type of complications, who delivered 
the baby at home/at health care facility, and preferred professional for providing 
delivery care, are summarised in this sub-section 
 
5.2.2.1   Age distribution (N=389) 
As shown in Table 5.1, the age range of respondents was 18 to 42 years, the 
respondents mean age was 29.79 years with standard deviation of 5.42. Sixty-six 
percent (n=257) of the respondents are aged between 25-34 years. Only 3.9% (n=15) 
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of the respondents within the age group 18-19, while 4.9% (n=19) were found in the 
age group 40-42 years. The majority of respondents, namely 55.5% (n=216) are below 
the age of 30 years. The result is comparable to that of Ethiopian Demographic and 
Health Survey 2016 that stated that 58% the respondents were below 30 years of age 
(CSA & ICF International 2016:23). 
 
Table 5.1: Age distribution of the respondents (N= 389) 
 
 
5.2.2.2   Marital status (N=389) 
Figure 5.2 presents the marital status of the study participants. Of the respondents 87% 
(n= 340) were married while 6% (n=23) were divorced. The remaining 7% (n=26) were 
either never married or widowed. Similar results were observed elsewhere. In a study 
conducted on prevalence of disrespect and abuse during childbirth in Afar region of 
Ethiopia, Siraj, Teka and Hebo (2019:5) reported that 93.4% their respondents were 
married. The finding is also comparable to the findings of Bayou (2014:75) who 
reported that 90% of the study participants in Addis Ababa were either in a marriage or 
cohabiting relationships with their partners, but differs from the results of the 2016 
Demographic and Health Survey that reported 63.9% of rural women in Ethiopia were 
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Figure 5.2: Marital status of respondents (N=389) 
 
5.2.2.3   Religion (N=389) 
Christianity and Islam were the dominant religions. Of the respondents, 81% (n=315) 
were Christians, while the remaining 19% (n=74) were Muslims. The religious 
affiliations of the study district are comparable to the findings of Bayou (2014: 75) in 
Addis Ababa where 78.7% were reported as Christians, but differs greatly from that of 
Afar region of Ethiopia where only 19.6% of the respondents identified themselves as 
Christians and the majority (74.8%) were Muslims (Siraj et al 2019:5). 
  
5.2.2.4   Level of education (N=389) 
As revealed in Table 5.2, 58.1% (n=226) of the respondents never had any formal 
education. Respondents with primary level education comprise 30.8% (n=120), 
whereas 11.1% (n=43) obtained a high school level of education. Comparable results 
were reported by researchers across the country. For example, in their study on 
utilisation of institutional delivery services in North Western Ethiopia, Ahmed, Demissie, 
Medhanyie, Worku and Berhane (2018:405) reported that 53.3% of their respondents 
did not attend any type of formal education. Bayou (2014:79), CSA & ICF International 
(2016:12) and Siraj et al (2019:5) also reported similar trends in educational status of 
rural women in Ethiopia. 
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Table 5.2: Proportion of women by education, employment, income and parity (N=389) 
 
 
5.2.2.5   Employment status (N=389) 
As displayed in Table 5.2, 78.7% (n=306) of the study participants indicated they were 
not employed while 21.3% (n=83) had a job. High rate of women unemployment is 
reported both in cities and rural areas. For example, in a study conducted in Addis 
Ababa on maternal health care seeking behaviour, Bayou (2014:80) reported an 
unemployment rate of 73.5%. Siraj et al (2019:5) also reported an unemployment rate 
of 80% among women in the Afar region of Ethiopia. In a similar study conducted in 
North Western part of Ethiopia, Ahmed et al (2018:406), reported that 81.1% of the 
respondents were not employed. 
 
5.2.2.6   Monthly income (N=389) 
Study participants were asked to quantify the monthly income of their households. As 
depicted in Table 5.2, 61.7% (n=240) the study participants indicated they earn 
between Birr 2,500 – 3,499 while 22.6% (n=88) earn 3000 Birr and above. The 
Frequency %
Education
No formal education 226 58.1
Primary  level education 120 30.8





2499 and below 61 15.7
2500-3499 240 61.7
3500 and above 88 22.6






6 or more 8 2.1
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remaining 15.7% (n=61) earn Birr 2499 and below. The income range is between 2000 
and 4,200 with the average monthly income of Birr 3035.60 (standard deviation of 
583.56). When compared to other study findings in Ethiopia, the household income in 
the study district seems higher. In a study conducted in Cheha district of Southern 
Ethiopia, Habte and Demissie (2015:5) reported that 76% of the respondents earn less 
than Birr 800 per month, which is far below the lowest income of Birr 2000 found in this 
study. In another study conducted in the Kombolcha district, Ethiopia, Bekele and 
Terefe (2017:222) reported that 72% of the households earn less than Birr 1,000 per 
month. 
 
5.2.2.7   Parity (N=389) 
Table 5.2 displays parity of the respondents. Parity ranged from one to more than six 
children. Of the respondents, 32.1% (n=125) had four children while 26.8% (n=104) 
had three children. Of the remaining, 19.5% (n=76) had two children, while 12.9% 
(n=50) had five or more children. Only 8.7% (n=34) of the respondents reported having 
only one child. A woman had an average of 3.23 children. This is lower than the 4.6 
children per women fertility rate in Ethiopia (CSA & ICF International 2016:23). 
 
5.2.2.8   Antenatal care service (N=389) 
Respondents were requested to indicate whether there were health care facilities in 
their vicinity that provide antenatal care services (item# B11) and if or not they made 
antenatal care visits during their most recent pregnancy (item# B9).  
 
Of the respondents, 92% (n=358) reported the availability of antenatal care services in 
their vicinity. As presented in Figure 5.3, the coverage of antenatal care utilisation was 
72% (n=282).  This is higher than the 2016 Ethiopian Demographic and Health Survey 
finding which reported that 62% of women received a minimum of one antenatal care 
for their last birth (CSA & ICF International 2016:23). However, the antenatal care 
coverage is lower than the rate reported by other researchers in Ethiopia. For example, 
Bayou (2014:83) reported that antenatal care service coverage in Addis Ababa was 
97.9%. In their research conducted in Cheha district of Southern Region of Ethiopia, 
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Habte and Demissie (2015:4) reported that 87.7% of rural respondents had visited the 
health facilities for antenatal care services for at least one time.  
 
When the data is disaggregated by number of visits, only 12.5% of the respondents 
had four or more visits. This is far less than the Ethiopian Demographic and Health 
Survey report that shows, of the total respondents, 32% had at least four antenatal care 
visits (CSA & ICF International 2016:23). The recommendation by World Health 
Organization states that a woman should have a minimum of four antenatal care visits 
(WHO 2018: online). 
 
 
Figure 5.3: Antenatal care service utilisation rate among the study participants (N=389) 
 
Women were further asked to mention whether there was a comprehensive antenatal 
care service was provided by the person who oversaw their most recent pregnancy. 
Accordingly, the majority of women responded negatively.  
 
As depicted in Figure 5.4, of the respondents, 91.8% (n=357) indicated that the 
antenatal care service provided was inadequate. 
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Figure 5.4: Availability of comprehensive antenatal care service (N=389) 
 
Comparable results were also obtained elsewhere in Ethiopia. In a research done in 
Addis Ababa on mothers’ care seeking behaviour, despite 97% antenatal care 
utilisation coverage, only 10.9% of women reported having satisfactory antenatal care 
mainly due to poor quality of antenatal care services (Bayou 2014:84).  
 
A separate study conducted by Kahsay, Tegegne, Mohammed and Kiros (2018:7) in 
Afar region of North Eastern Ethiopia, found that, 43% of the women who attended 
antenatal care services did not get the required information about issues related to 
delivery complications and child birth.  
 
5.2.2.9   Emergency plans (N=389) 
Respondents were asked if they had emergency plans in place in case unanticipated 
problems like premature labour or delivery complications arose (item # B12). Only 9.5% 
(n=37) reported having an emergency plan for the most recent pregnancy. The vast 
majority of them, namely 90.5% (n=352), had no birth preparedness plan at all. This is 
lower than the findings by Kahsay et al (2018:5) who reported that 30.3% of their 
respondents in pastoralist communities of Afar region, Ethiopia, had a preparedness 
plan for delivery-related eventualities. 
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5.2.2.10   Distance from delivery care facility (N=389) 
As depicted in Table 5.3, of the respondents, 20.1% (n= 78) indicated that they live five 
kilometres or less from the place of delivery, while 29.8% (n=116) live between six and 
10 kilometres from a delivery care and the largest portion, namely 50.1% (n=195) were 
11 or more kilometres away from delivery care facility.  This differs from the findings 
reported by Ahmed et al (2018: online), where 54.8% of the respondents of the study 
population in North Western Ethiopia lived within a 30-minute minute distance by foot 
(approximately 2.5km) from the closest delivery care providing institute. Studies from 
other African countries show that most women live far from delivery care providing 
facilities. In a study conducted in Eritrea, Kifle, Kesete, Gaim, Angosom and Araya 
(2018:7) found that 66% of the study participant women resided more than 5 km away 
from health care catering for deliveries. 
 
Table 5.3: Proportion of women by distance from delivery care facility (item # B13) N=389 
 
  
5.2.2.11   Place of delivery and delivery complications (N=389)  
Respondents were enquired to indicate where they delivered and if or not they 
experienced delivery related complications in their most recent pregnancy. As 
presented in Table 5.4, 61.4% (n= 239) of the respondents delivered at home, the 
remaining 38.6% (n=150) delivered in health care facilities. This institutional delivery 
figure is higher than the rate observed by the Ethiopian Demographic and Health 
survey where only 21% of the deliveries were facility based (CSA & ICF International 
2016:23). This could be because of the time difference between the two studies. 
 
Of the participants of this study, 12.1% (n=47) reported having complications during 
their last pregnancy. Of the reported delivery complications, the most common were 
hemorrhage (n=23, 48.9%) and prolonged labour (n=17, 36.2%). Considerable 
Distance from delivery care facility Frequency Percent
5 km or less 78 20.1
6-10 km 116 29.8
11 km or more 195 50.1
Total 389 100.0
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variation is observed on prevalence of delivery related complications between this 
study and a study conducted in Ethiopia on the existence of abuse during institution 
based delivery where Banks, Karim, Ratcliffe, Betemariam and Langer (2018:321) 
reported that 36.8% women had complications related to their pregnancies. 
 
Table 5.4: Place of delivery and proportion of delivery complications (items # B14, B15 & B16) 
 
 
5.2.2.12   Delivery service provider (N=389) 
Table 5.5 above shows that, among those mothers delivered at home, 76.1% (n=182) 
of the deliveries were performed by traditional birth attendants. The remaining 23.9% 
(n=57) were supported by family members and relatives. In health care facilities, 
whereas 66% (n=99) of the deliveries were done by nurses, 15.3% (n=23) were 
performed by health care officers, while health extension workers were involved in 



















Type of delivery complications
n 47
Haemorage 23 48.9
Prolonged labour 17 36.2
Hypertension 7 14.9
Total 47 100.0
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Table 5.5: Delivery service provider and preferred service provider for the most recent delivery (N=389).  
 
 
Other researchers also reported preferred service provider in Ethiopia. A study done 
by Bekele and Terefe (2017:222) in North Ethiopia, of the mothers who performed 
home deliveries, 69% were aided by their families while the remaining 20.7% of the 
deliveries were supported by unskilled providers. A different study in Ethiopia 
conducted by Banks et al (2018:322) reported that, of those mothers who performed 
institutional delivery, 57.4% were assisted by midwives, while 25% and 17.6% were 
supported by health care officers and nurses, respectively. 
 
5.2.2.13   Preferred professional for delivery (N=389) 
Respondents were asked to identify their preferred delivery care services provider. As 
presented in Figure 5.5, 66.8% (n=260) indicated that they prefer a doctor to provide 
delivery care services, 25% (n=97) mentioned traditional birth attendants as their 
preference, while the remaining 8.2% (32) preferred midwifes. 
Frequency Percent
Delivery service provider at home
n 239
Traditional birth attendants 182 76.1
Family members 43 18.0
Relatives 14 5.9
Total 239 100.0
Delivery service provider at  facility
n 150
Health extension workers 14 9.3
Nurse 99 66.0
Health officer 23 15.3
Doctor 14 9.3
Total 150 100.0
Prefered delivery service provider
n 389
Traditional birth attendants 97 24.9
Health officers 32 8.2
Doctors 260 66.8
Total 389 100.0
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Figure 5.5: Preferred professional for delivery (item # B19) 
 
5.2.3     Structural equation modelling 
According to Al-Dossary (2017:43) the SEM analysis is run in two two steps. The first 
step is running the measurement model; and the second step is the running the 
structural model. A measurement model was built and examined whether the observed 
variables are correctly measured by the manifest variables (Hair, Ringle & Sarstedt 
2011:144). A structural model was estimated with vulnerability, severity, response 
efficacy, attitude, subjective norm and perceived behavioural control as predictor 
variables, and intention and behaviour as the endogenous variables (Hair et al 
2011:144). The “structural model linking the constructs was assessed according to the 
meaningfulness and significance of the hypothesised relationships between the 
constructs” (Barroso, Carrion & Roldan 2010:436). 
 
5.2.3.1   Exploratory factor analysis 
 According to Hooper, Coughlan and Mullen (2008:53) “factor analysis examines the 
inter-correlations that exist between large numbers of items (questionnaire responses)” 
into factors in order to get simple structure. “The technique is particularly useful for 
research in reducing items into discrete dimensions” for multivariate analysis (Hooper 
2012:1). Items of a specific construct are expected to be homogeneous and load 
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As presented in Table 5.6, thirty-five items (intended to measure intention, vulnerability, 
severity, response efficacy, attitude, subjective norm and perceived behavioural 
control) were subjected to principal axis factoring. The factor “behaviour” was excluded 
from exploratory factor analysis because it had only one indicator item. 
 
Listwise exclusion, sorting by size and suppression of absolute values less than 0.4 
were set for the analysis. As recommended by Field (2000:441), factors loadings with 
an absolute value greater than 0.4 (16% of variance) should be interpreted.  
 
Table 5.6: List of items analysed by exploratory factor analysis 
Item 
# Items 
  ATTITUDE 
ATT1 For me, the thought of delivering in a health facility during my most recent pregnancy was 
harmful/beneficial 
ATT2 For me, the thought of delivering in a health facility during my most recent pregnancy was 
bad/good 
ATT3 For me, the thought of delivering in a health facility during my most recent pregnancy was 
unpleasant/pleasant 
ATT4 For me, the thought of delivering in a health facility during my most recent pregnancy was 
useless/useful 
ATT5 For me, the thought of delivering in a health facility during my most recent pregnancy was 
foolish/wise 
ATT6 For me, the thought of delivering in a health facility during my most recent pregnancy was 
undesirable/desirable 
  SUBJECTIVE NORM 
SNO1 Most people who are important to me thought that I should not deliver in a health facility during 
my most recent pregnancy. (strongly agree/strongly disagree) 
SNO2 It was expected of me that I delivered in at home during my last pregnancy. (Strongly 
agree/strongly disagree) 
SNO3 The people in my life whose opinions I value approved of health facility delivery during my 
most recent pregnancy. (strongly disagree/strongly agree)  
SNO4 I did feel under social pressure to deliver in a health facility during my last pregnancy. (strongly 
disagree/strongly agree) 
SNO5 Many people like me delivered at home during my most recent pregnancy. (Strongly 
agree/strongly disagree) 
  PERCIEVED BEHAVIOURAL CONTROL 
PBC1 For me to deliver in a health facility during my most recent pregnancy was very difficult/very 
easy 
PBC2 The decision to deliver at home was beyond my control. (Strongly agree/strongly disagree) 
PBC3 During my most recent pregnancy, I was not sure that I would deliver in a health facility. 
(Strongly agree/strongly disagree) 
PBC4 There were many circumstances outside my control that prevented me from delivering in a 
health facility. (Strongly agree/strongly disagree) 
PBC5 If I had the opportunity and resources, I would have loved to deliver in a health facility. 
(strongly disagree/strongly agree) 
  SEVERITY 
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SVR1 During your most recent pregnancy, how serious did you think were delivery complications? 
(Not at all serious/extremely serious) 
SVR2 If I had delivery complications during my most recent delivery, it would have interfered with my 
leading a normal life. (Strongly disagree/strongly agree) 
SVR3 If I had delivery complication during my most recent delivery, it would not have interfered with 
my   family's leading a normal life. (Strongly agree/strongly disagree) 
SVR4 The thought of developing complications during delivery was scaring me. (Strongly 
disagree/strongly agree) 
SVR5 Pregnancy complications were not considered as severe as other diseases.(Strongly 
agree/strongly disagree) 
  RESPONSE EFFICACY 
REF1 To what extent delivering in health facility would have helped you to reduce the risk of 
complications of delivery? (Not at all helpful/greatly helpful) 
REF2 During delivery, to what extent are facility-based services better than traditional services.(not 
at all better/far better ) 
REF3 How effective did you feel delivering at home would be for reducing your risk of developing 
complications  during your most recent delivery?(Extremely effective/extremely ineffective) 
REF4 How confident were you that any delivery complications would be detected and treated 
effectively in a health facility? (not at all confident/extremely confident) 
REF5 By careful choice of a health facility, how effective would you have been able to control 
delivery-related complication.(extremely ineffective/extremely effective) 
  INTENTION 
INT1 During my most recent pregnancy, I wanted to deliver in a health facility.(Strongly 
disagree/strongly agree) 
INT2 During my most recent pregnancy, I planned to deliver at home.(Strongly agree/strongly 
disagree) 
INT3 During my most recent pregnancy, I intended to deliver in a health facility.(Strongly 
disagree/strongly agree) 
INT4 During my most recent pregnancy, I decided to deliver at home.(Strongly agree/strongly 
disagree) 
  VUNERABILITY 
VUL1 During your most recent pregnancy, what did you think was your risk of developing 
complications from home delivery? (Very low risk/very high risk) 
VUL2 Personally, how vulnerable were you to develop complications   during your most recent 
delivery? (Not at all vulnerable/extremely vulnerable) 
VUL3 Compared to other women, I felt that my chances of dying from pregnancy complications 
during the most recent delivery were: much lower/much higher 
VUL4 My past experiences made me believe that I was not likely to develop complications during my 
most recent pregnancy. (Strongly agree/strongly disagree) 
VUL5 Since I did not have pains or symptoms, there was no need to deliver in a health facility during 
my most recent pregnancy. (Strongly agree/strongly disagree) 
 
No cross loading was observed in the first round of exploratory factor analysis. “A cross-
loading is an item with coefficients greater than 0.4 on more than one dimension” 
(Hooper et al 2008:53). However, four t items did not load on any of the factors, that 
means they did have loadings less than 0.4 on all dimensions. These items were: INT1 
- “during my most recent pregnancy, I wanted to deliver in a health facility”, VUL4 - “my 
past experiences made me believe that I was not likely to develop complications during 
 109  
 
my most recent pregnancy”, REF3 – “how effective did you feel delivering at home 
would be for reducing your risk of developing complications during your most recent 
delivery?”, and REF5 – “by careful choice of my place of delivery, I could have 
controlled my delivery related complications”. These four items were removed from the 
database since items with cross loadings, or not loading at all, need to be deleted from 
the analysis because they were unreliable items (Hooper et al 2008:53). 
 
Besides the model captures only 59.43% of cumulative variance which was just below 
the commonly accepted threshold value of 60% (Hair et al 2011:144). After deleting the 
four items that did not load on any of the factors, the exploratory factor analysis was 
re-run.  
 
On the second run of exploratory factor analysis, the Kaiser-Meyer-Olkin (KMO) was 
0.855, which was well above the recommended threshold of 0.6 (Kaiser & Rice 
1974:111), and the Bartlet’s Test of Sphericity reached statistical significance indicating 
the correlations were satisfactorily large for exploratory factor analysis. Table 5.7 
presents the results of the re-run exploratory factor analysis. 
 




1 2 3 4 5 6 7 
 Attitude   
 
     
ATT1 For me, the thought of 
delivering in a health 
facility during my most 




          
ATT3 For me, the thought of 
delivering in a health 
facility during my most 




          
ATT5 For me, the thought of 
delivering in a health 
facility during my most 




          
ATT2 For me, the thought of 
delivering in a health 
facility during my most 
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ATT6 For me, the thought of 
delivering in a health 
facility during my most 




          
ATT4 For me, the thought of 
delivering in a health 
facility during my most 




          
 Subjective norm        
SNO5 Many people like me 
delivered at home 




  0.838 
  
        
SNO3 During my most 
recent  pregnancy, 
the people in my life 
whose opinions I 
value have 
disapproved/approved 
of my delivering in a 
health facility 
  0.832 
  
        
SNO2 It was expected of me 
that I delivered at 





  0.801 
  
        
SNO1 During my most 
recent  pregnancy, 
most people who 
were important to me 
thought that I should 
not/I should deliver in 
a health facility 
  0.789 
  
        
SNO4 I did feel under social 
pressure to deliver in 
a health facility during 




  0.784 
  
        
 Perceived 
behavioural control  
   
 
   
PBC1 For me to deliver in a 
health facility during 
my most recent 
pregnancy was very 
difficult/very easy 
    0.844 
  
      
PBC3 During my most 
recent pregnancy, I 
was not sure that I 
would deliver in a 
health facility (strongly 
agree/strongly 
disagree) 
    0.820 
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PBC2 The decision to 
deliver at home was 




    0.815 
  
      
PBC5 If I had the 
opportunity and 
resources, I would 
have loved to deliver 




    0.706 
  
      
PBC4 There were many 
circumstances outside 
my control that 
prevented me from 




    0.687 
  
      
 Severity        
SVR1 During your most 
recent pregnancy, 
how serious did you 
think were delivery 
complications? (Not at 
all serious/extremely 
serious) 
      0.911 
  
    
SVR2 If I had delivery 
complications during 
my most recent 
delivery, it would have 
interfered with my 




      0.858 
  
    
SVR4 The thought of 
developing 
complications during 




      0.846 
  
    
SVR3 If I had delivery 
complication during 
my most recent 
delivery, it would not 
have interfered with 
my family’s leading a 
normal life. (strongly 
agree/strongly 
disagree) 
      0.629 
  
    
SVR5 Pregnancy 
complications were 
not considered as 




      0.626 
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 Response efficacy      
 
 
REF1 To what extent 
delivering in a health 
facility would have 
helped you in 
reducing the risk of 
dying during delivery? 
(Not at all 
helpful/greatly helpful) 
        0.936 
  
  
REF2 During your most 
recent delivery, 
conventional facility 
based services were 





        0.902 
  
  
REF4 How confident were 
you that any delivery 
complications would 
be detected and 
treated effectively in a 




        0.878 
  
  
 Intention       
 
INT2 During my most 
recent pregnancy, I 




          0.957 
  
INT4 During my most 
recent pregnancy, I 




          0.905 
  
INT3 During my most 
recent pregnancy, I 





          0.745 
  
 Vulnerability        
VUL1 During your most 
recent pregnancy, 
what did you think 
was your risk of 
developing 
complications from 
home delivery? (Very 
low risk/very high risk) 
            0.868 
VUL2 Personally, how 
vulnerable were you 
to develop 
complications during 
            0.841 
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your most recent 
delivery? (Not at all 
vulnerable/extremely 
vulnerable) 
VUL5 Since I did not have 
pains or symptoms, 
there was no need to 
deliver in a health 





            0.835 
VUL3 Compared to other 
women, I felt that my 
chances of dying from 
pregnancy 
complications during 
the most recent 
delivery was much 
lower/much higher 
            0.565 
 
As depicted in Table 5.7, in the re-run of exploratory factor analysis, seven factors were 
identified explaining 67.46% of the variance. Interpretation of the seven factors was as 
per the conceptual framework proposed in this study. The first factor was attitude, 
comprising six items with factor loadings ranging from 0.632 to 0.870. This factor 
explained 24.4% of the variance with in the data. The second factor was subjective 
norm, with 5 items with factor loadings ranging from 0.784 to 0.838. The factor 
explained an additional 10.4% of the variance. Perceived behavioural control is the 
third factor having five items with factor loadings ranging from 0.687 to 0.844. This 
factor explained an additional 8.3% of the variance. Severity was the fourth factor with 
five items and factor loadings ranging from 0.626 to 0.911. The factor explained further 
7.9% of the variance. The fifth factor was response efficacy, with three items and factor 
loadings ranging from 0.878 to 0.936. This factor explained 6.7% of the variance. The 
sixth factor was intention, having three items with factor loadings ranging from 0.745 to 
0.957. This factor explained an additional 5.4% of the variance. The last factor was 
vulnerability, with four items and factor loadings ranging from 0.565 to 0.868. This factor 
explained 4.3% of the variance in the data. 
 
Conformatory factor analysis was then run using the outputs of the exploratory factor 
analysis. 
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5.2.3.2   Measurement model 
As recommended by Ockey and Choi (2015:305), the study utilized absolute, 
incremental and parsimonious fit measurements to assess overall model fit  
 
5.2.3.2.1   Confirmatory factor analysis 
Confirmatory factor analysis was performed on the measurement model comprising 
seven factors extracted from exploratory factor analysis: intention (INT), vulnerability 
(VUL), severity (SVR), response efficacy (REF), attitude (ATT), subjective norm (SNO), 
and perceived behavioural control (PBC). Figure 5.6 depicts the priori hypothesised 




Figure 5.6: The priori confirmatory factor analysis model 
Key: INT=intention; VUL=vulnerability; SVR=severity; REF=response efficacy; ATT=attitude; 
SNO=subjective norm; PBC=perceived behavioural control 
 
As indicated in Figure 5.6, the factors were measured using a number of items 
(indicators). In total, 31 items were used. Intention and response efficacy were 
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measured by three items each, vulnerability was measured by four items, while 
severity, subjective norm and perceived behavioural control were measured by five 
items each, and attitude is measured by six items.  
 
Table 5.8 provides the summarised results of the priori confirmatory factor analysis. 
The results of the confirmatory factor analyisis revealed that chi-square statistics (2 = 
640.300, df = 413) was significant at p < 0.05 indicating that fit of data to the 
confirmatory factor analysis priori model was not good and should be rejected. 
However, it was not reasonable “to rely on the chi-square statistics as a sole indicator 
for evaluating the specification of the model, as this statistic is sensitive to the sample 
size and violations of the assumptions of normality, and frequently causes rejection of 
a well-fitting model” (Tao & Fan 2017:92). Thus other fit indices were utilised to evaluate 
the specification of the priori model. 
 
Table 5.8: Goodness-of-fit statistics for the priori confirmatory factor analysis model 
 
Key:  = chi-square; dƒ = degrees of freedom; GFI=goodness-of-fit index; RMSEA= root mean square 
error of approximation; NFI=normed fit index; CFI=comparative fit index; AGFI=adjusted goodness of 
fit index 
 
The normed chi-square (2/dƒ) value is often a better indicator than chi-square (Tao & 
Fan 2017:92). An acceptable level of the normed chi-square value is a critical value 
below 3.00 (Tao & Fan 2017:92). The normed chi-square value was 1.550, indicating 
a good fit. Similarly, the values of normed fit index (0.907), comparative fit index 
(0.965), goodness-of-fit index (0.906), and root mean square error of approximation 
(0.038) were acceptable. However, the value of adjusted goodness of fit index (0.888) 
was below the cutoff point of 0.9. As the results did not satisfy with the recommended 
criteria of the fit indices of a measurement model, further refinement was required. 
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Further assessment was applied to re-specify the model to achieve better fit. The model 
refinement procedure applied the following criteria recommended by Kline (2011: 230): 
items with factor loading (i.e. standard regression weight) values of 7.0 and above, 
squared multiple correlation values of greater than the cutoff point of 0.5, and standard 
residual with in the threshold value of between 2.58 and -2.58 were retained.  
 
The result of the priori confirmatory factor analysis was assessed to identify items that 
are problematic.  The values of items PBC4 and INT3 were just outside of the 
acceptable range of   between 2.58 and -2.58, while the squared multiple correlation 
(SMC) values of VUL 3, SVR3, SVR5, ATT2, ATT4, SNO5, and PBC1 were below the 
cut-off point of 0.5. These items were dropped. After these items were removed, the 
measurement model was analysed and the re-specified model was produced. The re-
specified confirmatory factor analysis model is depicted in Figure 5.7. 
 
 
Figure 5.7: Re-specified confirmatory factor analysis model 
Key: INT=intention; VUL=vulnerability; SVR=severity; REF=response efficacy; ATT=attitude; 
SNO=subjective norm; PBC=perceived behavioural control 
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As depicted in Figure 5.7, in the re-specified model, the construct intention retains two 
items (INT2 & INT4), vulnerability contains three items (VUL1, VUL2 & VUL5), severity 
retained three items (SVR1, SVR2 & SVR4), response efficacy has three items (REF1, 
REF2 & REF4), attitude contains three items (ATT1, ATT3 & ATT5), subjective norm 
retained three items (SNO1, SNO3 & SNO4) and perceived behavioural control 
contains three items (PBC2, PBC3 & PBC5). 
 
As shown in Table 5.9, the results of the re-specified model indicated that the 
goodness-of-fit indices were greatly improved and the revised model demonstrated a 
good fit to the data. 
 
Table 5.9: Goodness-of-fit statistics of re-specified confirmatory factor analysis model 
 
Key:  = chi-square; dƒ = degrees of freedom; GFI=goodness-of-fit index; RMSEA= root mean square 
error of approximation; NFI=normed fit index; CFI=comparative fit index; AGFI=adjusted goodness of 
fit index 
 
After removal of problematic items, the chi-square statistics (2 = 170.877, df = 149, 
p=0.106) was significant at p < 0.05, indicating that fit of data to the re-specified model 
was good and should be accepted. Similarly, results of the absolute fit measures, i.e. 
goodness-of-fit index and root mean square error of approximation were 0.959 and 
0.019, respectively, indicating a good fit. The incremental fit measures, normed fit index 
and comparative fit index, were 0.961 and 0.995, respectively. These indices exceeded 
the recommended value of 0.90 (Tao & Fan 2017:92). Finally, the parsimony fit 
measure, i.e. adjusted goodness of fit index was 0.942. The value exceeded the 
recommended value of 0.9, providing further support for the measurement model. 
 
Since the measurement model was proved to be a good fit, the path analysis was 
applied to evaluate the structural model (Tao & Fan 2017:93). 
Obtained 170.877 149 1.147 0.959 0.019 0.961 0.995 0.942
Absolute fit Incremental fit Parsimony fit 
NFI CFI AGFIRMSEA
 d ƒ 

/d ƒ GFI
 0.90  0.90<0.05  0.90 Criteria (1<

/  dƒ <3 )  0.90
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5.2.3.2.2   Reliability of constructs 
Cronbach’s alpha was used to estimate construct reliability. The construct reliability 
statistics results are presented in Table 5.10. 
 
Table 5.10: Construct reliability statistics 
 
 
The results in Table 5.10 show that the construct reliabilities varied between 0.727 and 
0.918. The reliability coefficients for the constructs intention (0.727), severity (0.918), 
vulnerability (0.843), response efficacy (0.890), attitude (0.830), subjective norm 
(0.825), and perceived behavioural control (0.802) were above the recommended 
value of 0.7, indicating that the observed variables were good measurements of their 
respective constructs. 
 
5.2.3.2.3   Validity of constructs 
Construct validity was determined by evaluating the values of convergent, discriminant 
and nomological validities. 
 
Convergent validly 
Convergent validity measures the degree to which constructs that are related to each 
other should be strongly correlated, which means, measures of different constructs 
should not have correlated highly with each other (Hair et al 1998:612). 
 
In order to assess the convergent validity, factor loadings, average variance extracted 
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(1998:612) “average variance extracted reflects the overall amount of variance in the 
indicators accounted for by the latent construct”. The values were calculated based on 
the equations provided by Hair et al (1998:612): 
 
Average Variance Extracted =  
 
 
Construct Reliability =  
 
 
To evaluate convergent validity, a standardised regression loadings   of greater the0.7, 
average variance extracted (AVE) value of greater than 0.5 and reliability value of 
greater than 0.7, as presented in Table 5.11.  
 
Table 5.11: Convergent validity 
 
[sum of (standardised loadings)
2
] 
[sum of (standardised loadings)
2
 + sum of indicator measurement error]
(sum of standardised loadings)
2 
[(sum of standardised loadings)
2









Severity1 0.996 ----- 0.791
Severity4 0.852 26.004
Severity2 0.809 23.269
Vulnerability1 0.859 ----- 0.642
Vulnerability2 0.817 15.446
Vulnerability5 0.722 14.357
Attitude1 0.75 ----- 0.62
Attitude3 0.825 14.603
Attitude5 0.785 14.078
SubjectiveNorm1 0.766 ----- 0.611
SubjectiveNorm4 0.8 13.857
SubjectiveNorm3 0.778 13.858
PercievedControl2 0.706 ----- 0.576
PercievedControl3 0.839 13.396
PercievedControl5 0.726 12.053
Intention2 0.885 ----- 0.571
Intention4 0.965 18.561
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The results depicted in Table 5.11 revealed that all the standardised factor loading 
values were above 0.7, the critical ratios (t-values) were greater than 1.96 (p<0.001) 
and the average variance extracted (AVE) was greater than 0.05. The results show a 
high level of convergent validity. 
 
Discriminant validity 
A construct is expected to be different from other constructs to which it “theoretically 
should not be similar: (Hair et al 1998:612). 
 
“Discriminant validity is the degree to which a construct is truly distinct from other 
construct to which it theoretically should not be similar” (Hair et al 1998:612).  
Based on the guidance from Hair et al (1998:612), discriminant validity was measured 
by the average variance extracted of each construct compared with the corresponding 
squared inter-construct correlations. The average variance extracted estimate larger 
than the squared inter-construct correlations shows a good construct validity. Table 
5.12 presents discriminant values of each constructs. 
 
Table 5.12: Discriminant validity 
 
Note: Diagonal values are average variance extracted values and off diagonal values are inter-
construct squared correlations 
Key: SVR = severity; VUL = vulnerability; ATT = attitude; SNO = subjective norm; PBC = perceived 
behavioural control; INT = intention; REF = response efficacy 
 
Results shown in Table 5.12 reveal that the average variance extracted estimates of 
all constructs were larger than their corresponding squared inter-construct correlation 
estimates. This shows a high level of discriminant validity of the constructs. 
SVR VUL ATT SNO PBC INT REF
SVR 0.791
VUL 0.002 0.642
ATT 0.050 0.008 0.620
SNO 0.000 0.005 0.085 0.611
PBC 0.031 0.007 0.264 0.114 0.576
INT 0.020 0.012 0.178 0.160 0.211 0.571
REF 0.001 0.002 0.127 0.096 0.061 0.134 0.752
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Nomological validity 
Nomological validity tests whether the construct captures the intended concept as 
reflected by its dimensions (Liu, Li & Zhu 2017:966; Byrne 2010:292). Nomological 
validity “s tested by examining whether or not the correlations between the constructs 
in the measurement model make sense” (Hair et al 1998:103). For the conceptual 
model used in the study, all constructs were defined as positively correlated. The 
construct correlations were utilised to assess the nomological validity of the model as 
presented in Table 5.13. 
 
Table 5.13 Construct correlations 
 
Key: VUL = vulnerability; SVR = severity; REF = response efficacy; ATT = attitude; SNO = subjective 
norm; PBC = perceived behavioural control; INT = intention; SE = standard error; CR = critical ratio 
 
As depicted in Table 5.13, all of the correlations were identified as positive and 
significant. However, the values of VUL<->INT (t-value 1.87; p=0.059) were found to 
be not significant although positive. Overall, the results were in line with conceptual 
framework and shows the existence of nomological validity. 
 
5.2.3.3   Structural model 
To assess the theoretical framework proposed in the study as illustrated in Chapter 4 
(presented here for reference. See Figure 5.8), the latent constructs in the proposed 
conceptual framework were classified in two main categories: exogenous and 
endogenous.  
 
Estimate SE CR P
VUL <--> INT 0.11 0.06 1.89 0.059
SVR <--> INT 0.17 0.07 2.65 0.008
REF <--> INT 0.43 0.07 6.32 ***
ATT <--> INT 0.45 0.07 6.29 ***
SNO <--> INT 0.40 0.07 5.97 ***
PBC <--> INT 0.36 0.06 6.62 ***
Constructs
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Figure 5.8: Conceptual framework of the study 
 
Exogenous constructs were vulnerability, severity, response efficacy, attitude, 
subjective norm and perceived behavioural control while the endogenous constructs 
were intention and behaviour (place of delivery).  
 
5.2.3.3.1   Path analysis  
After the measurement model was assessed, the structural model was tested using 
path analysis. 
 
Analysis of the proposed structural model 
Path analysis was conducted to assess the fit of the structural model as proposed in 
the conceptual framework of the study (see Figure 5.8). Figure 5.9 presents the 
standardised estimates of the path analysis results of the proposed structural model. 
 
 123  
 
 
Figure 5.9: Path diagram for the proposed structural model. 
Key: VUL = vulnerability; SVR = severity; REF = response efficacy; ATT = attitude; SNO = subjective 
norm; PBC = perceived behavioural control; INT = intention. 
 
Figure 5.9 depicts the path analysis results. The results of the path analysis showed 
that the structural model explained 35% of the variance in intention and 24% of the 
variance in delivery care seeking behaviour. Response efficacy (=0.18, p<0.05), 
attitude (=0.15, p<0.05), subjective norm (=0.21, p<0.001), and perceived 
behavioural control (=0.25, p<0.001) constructs had significant and positive effects on 
intention.  Intention had significant and positive effects on behaviour (=0.45, p<0.001). 
The results also showed that the effects of vulnerability and severity on intention and 
that of perceived behavioural control on behaviour (place of delivery) were found to be 
non-significant.  
 
The goodness of fit indices and other parameters estimates (presented in Table 5.14) 
were examined to evaluate the proposed structural model. The structural model had a 
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chi-square (2) value of 196.96, degrees of freedom of 167, and probability of 0.056, 
indicating a good fit. 
 
Table 5.14 Goodness-of-fit statistics of the proposed structural model 
 
Key:  = chi-square; dƒ = degrees of freedom; GFI=goodness-of-fit index; RMSEA= root mean square 
error of approximation; NFI=normed fit index; CFI=comparative fit index; AGFI=adjusted goodness of 
fit index 
 
Values of the absolute, incremental and parsimony fit indices also showed good fit. The 
goodness-of-fit index and root mean square error of approximation were 0.956 and 
0.022, respectively. The incremental fit measures, normed fit index and comparative fit 
index, were 0.956 and 0.993, respectively. The parsimony fit measure, adjusted 
goodness of fit index, was 0.939. All these indices exceeded all the recommended 
values. 
 
Using the path estimates and critical ratio values, 8 causal paths of the full structural 
model were also examined. For five causal paths estimates, t-values were above the 
1.96 critical values at the significant level p.05. However, three causal paths were 










Obtained 196.955 167 1.179 0.956 0.022 0.956 0.993 0.939
Absolute fit Incremental fit Parsimony fit 
 0.90  0.90
NFI CFI AGFI
 Criteria ( 1< ꭓ /  dƒ < 3 )  0.90 <0.05  0.90

 d ƒ 

/d ƒ GFI RMSEA
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Table 5.15 Model fit measurements of the proposed structural model 
 
Key: VUL = vulnerability; SVR = severity; REF = response efficacy; ATT = attitude; SNO = subjective 
norm; PBC = perceived behavioural control; INT = intention; SE = standard error; CR = critical ratio. 
Note: ** p-value <0.001; * p-value <0.05 
 
As indicated in Table 5.15, the standardised regression weight and critical ratio 
estimate for the response efficacy to intention path were 0.184 and 3.595, respectively, 
indicating response efficacy had significantly positive effects on intention to deliver in 
health facility.  
 
The standardized regression weight and critical ratio for the path attitude to intention 
were 0.146 and 2.248, respectively. The results suggested that attitude had significant 
positive effect on intention to deliver in health facility.  
 
The standardized regression weight and critical ratio for the path subjective norm to 
intention were 0.213 and 3.717, respectively. The results suggest that subjective norm 
had significant positive effect on intention to deliver in health facility.  
 
The standardized regression weight and critical ratio for the path perceived behavioural 
control to intention were 0.252 and 3.914, respectively. The results suggest that 
perceived behavioural control had significant positive effect on intention to deliver in 
health facility.  
 
The standardized regression weight and critical ratio for the path intention to behaviour 
were 0.453 and 8.25, respectively. The results suggest that intention had significant 
positive effect on place of delivery (behaviour).  
Estimate SE







VUL 0.079 0.056 1.418 0.156 0.069 Not significant
SVR 0.055 0.043 1.288 0.198 0.059 Not significant
REF 0.180 0.050 3.595 *** 0.184 Significant
ATT 0.155 0.069 2.248 0.025* 0.146 Significant
SNO 0.247 0.066 3.717 *** 0.213 Significant
PBC 0.287 0.073 3.914 *** 0.252 Significant
INT 0.205 0.025 8.250 *** 0.453 Significant
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The t-values for the remaining three paths - VUL to INT, SVR to INT, and PBC to BEH, 
were not significant. 
 
Analysis of the modified structural model 
The results of the proposed structural model showed that the effects of vulnerability 
and severity on intention, and the effects of perceived behavioural control on behaviour 
were non-significant. Thus, the modified structural model was analysed by removing 
the non-significant paths. Path analysis was conducted to assess the fit of the modified 
structural model. Figure 5.10 presents the standardised estimates of the path analysis 
results of the modified structural model. 
 
 
Figure 5.10: Path diagram for the modified structural model. 
Key: REF = response efficacy; ATT = attitude; SNO = subjective norm; PBC = perceived behavioural 
control; INT = intention. 
 
As presented in Figure 5.10, the path analysis results of the modified structural model 
showed that the model explained 34% of the variance in intention and 24% of the 
variance in delivery care seeking behaviour. Response efficacy (=0.17, p<0.05), 
attitude (=0.16, p<0.05), subjective norm (=0.21, p<0.001), and perceived 
behavioural control (=0.26, p<0.001) constructs had significant and positive effects on 
intention.  Intention had significant and positive effects on behaviour (=0.49, p<0.001). 
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As presented in Table 5.16, the modified structural model showed improved goodness 
of fit indices and other parameters estimates.  
 
Table 5.16: Goodness-of-fit statistics of the modified structural model 
 
Key:  = chi-square; dƒ = degrees of freedom; GFI=goodness-of-fit index; RMSEA= root mean square 
error of approximation; NFI=normed fit index; CFI=comparative fit index; AGFI=adjusted goodness of 
fit index 
 
The modified structural model had a chi-square (2) value of 75.682, degrees of 
freedom of 80, and probability of 0.616, indicating a very good fit. Values of the 
absolute, incremental and parsimony fit indices also showed very good fit. The 
goodness-of-fit index and root mean square error of approximation were 0.975 and 
0.000, respectively. The incremental fit measures, normed fit index and comparative fit 
index, were 0.975 and 1.000, respectively. The parsimony fit measure, adjusted 
goodness of fit index, was 0.963. All these indices exceeded all the recommended 
values. Using the path estimates and critical ratio values, five causal paths of the 
modified structural model were also examined. For all five causal paths estimates, t-
values were above the 1.96 critical values at the significant level p.05. The results are 
presented in Table 5.17. 
 
Table 5.17: Model fit measurements of the modified structural model 
 
Key: REF = response efficacy; ATT = attitude; SNO = subjective norm; PBC = perceived behavioural 
control; INT = intention; SE = standard error; CR = critical ratio. 
Note: ** p-value <0.001; * p-value <0.05 
 
Obtained 75.682 80 0.946 0.975 0.000 0.975 1.000 0.963
<0.05  0.90  0.90  0.90 Criteria (1<

/  dƒ <3 )  0.90
Absolute fit Incremental fit Parsimony fit 

 d ƒ 

/d ƒ GFI RMSEA NFI CFI AGFI
Estimate SE







REF 0.170 0.050 3.384 *** 0.174 Significant
ATT 0.174 0.069 2.54 0.01* 0.163 Significant
SNO 0.246 0.066 3.703 *** 0.212 Significant
PBC 0.382 0.093 4.094 *** 0.264 Significant
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As indicated in Table 5.17, the standardised regression weight and critical ratio 
estimate for the response efficacy to intention path were 0.174 and 3.384, respectively, 
indicating response efficacy had significantly positive effects on intention to deliver in 
health facility.  
 
The standardised regression weight and critical ratio for the path attitude to intention 
were 0.163 and 2.254, respectively. The results suggested that attitude had significant 
positive effect on intention to deliver in health facility.  
 
The standardised regression weight and critical ratio for the path subjective norm to 
intention were 0.212 and 3.703, respectively. The results suggest that subjective norm 
had significant positive effect on intention to deliver in health facility.  
 
The standardised regression weight and critical ratio for the path perceived behavioural 
control to intention were 0.264 and 4.094, respectively. The results suggest that 
perceived behavioural control had significant positive effect on intention to deliver in 
health facility.  
 
The standardised regression weight and critical ratio for the path intention to behaviour 
were 0.485 and 10.174, respectively. The results suggest that intention had significant 
positive effect on place of delivery (behaviour).  
 
The modified structural model was accepted as the final model because the 
modification indices did not suggest adding any more paths and all the paths were at 
least significant at p<0.05. 
 
5.3        EXPLORATIVE PHASE (QUALITATIVE DATA PRESENTATION)  
The explorative phase set out to answer the question: how do factors identified in the 
descriptive phase influence maternal delivery care seeking behaviour? 
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5.3.1     Demographic characteristics of study participants  
Sixteen women participated in this part of the study. Demographic details of the 
participants are presented in Table 5.18.  
 
Table 5.18: Demographic details of the interview participants 
 
Key: MHF = mother who delivered in a health care facility; MHM = mother who delivered at home 
 
The participants ranged in age from 18 to 37, as shown in Table 5.18. Two participants 
were 2o years or below. Six participants were between 20-29 years. The remaining 
eight participants were aged 30 years and above. In terms of number of children, six 
participants had one child, five participants had two children, the remaining five 
participants had three or more children. When we look at the number of antenatal care 
visits, seven participants never had antenatal care visit, one participant had one 
antenatal care visit, and the remaining nine participants visited a health facility for two 
or more times for antenatal care services. In terms of distance from delivery care 
facility, eight participants lived within 5 five kilometers of a facility that provided delivery 










MHF1 23 2 0 15 Facility
MHF2 20 1 3 20 Facility
MHF3 31 2 0 5 Facility
MHF4 22 2 2 15 Facility
MHF5 24 2 0 3 Facility
MHF6 34 3 2 12 Facility
MHF7 33 3 3 12 Facility
MHF8 22 1 1 5 Facility
MHM1 35 3 0 4 Home
MHM2 36 4 0 4 Home
MHM3 18 1 0 5 Home
MHM4 32 2 2 12 Home
MHM5 37 1 2 20 Home
MHM6 19 1 2 3 Home
MHM7 25 1 2 5 Home
MHM8 34 3 0 12 Home
Demographic Charateristics
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When we consider place of delivery, there were eight participants who gave birth in 
health institutions and eight participants who delivered their babies at home.  
 
5.3.2      Results 
The sub-categories are the first link of the web that will connect and form the categories 
(basic themes). The phrases or codes were condensed and organizsed into a matrix 
of categories. The categories, thorough further refinement, developed into sub themes. 
The sub-themes were then developed into six themes that reflected a deeper 
understanding of the participants’ delivery care seeking behaviour. 
 
5.3.2.1   Theme: Perceived vulnerability 
The first theme in Figure 6.2 is “perceived vulnerability”.  Perceived vulnerability is 
associated with how susceptible a woman feels being exposed to the threat of delivery 
related complications (Milne, Orbell & Sheeran 2002:164).  In line with the assumptions 
of this study, mothers were expected to seriously consider delivering in health facilities 
when they perceived that they were at a greater risk of delivery-related complications.  
 
During the interview, participants were asked if they thought they were at risk of 
developing complications during their most recent delivery and why they thought so. 
As presented in Table 5.19, this thematic network comprises one themes (perceived 
vulnerability), one sub-theme (risk perception), two categories (awareness and past 
experience), and five sub-categories (antenatal care visits, household counselling, 
mass media, home delivery experience, facility delivery experience).  
 
Table 5.19: Sub theme, categories and sub categories of the theme “perceived vulnerability” 
 
 
Theme   Sub theme Category Sub-category
Awareness Advice during antenatal care visits; household 
counseling by health extension workers; information 
from mass media
Past experience Good/bad experiences of home delivery; good/bad 
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Almost all participants mentioned that pregnancy complications are real risks every 
pregnant woman faced. For some risk perception was developed because of their 
previous delivery experience: 
 
My first delivery was at home. During my second delivery, I got obstructed labour 
and was taken to a hospital in Addis Ababa. I delivered my third child in a hospital 
to avoid any complications. 
(Mother of three, delivered in health facility) 
 
The study participants believed that the health promotion activities by health extension 
workers through house to house visits and during antenatal care visits helped them 
understand the real danger of delivery complications.  
 
The health extension workers move from home to home to counsel pregnant 
women on the benefit of delivering in health center. 
 (Mother of 2, who delivered at home) 
 
The contribution of the health extension workers in our kebele was big. They were 
coming to my home during my pregnancy to check on my progress.  
(Mother of 1, delivered in a health facility) 
 
In addition to the advice they get from the health extension workers, some participants 
indicated they get information from mass media about the risks of home delivery.  
 
The radio sometimes gives information about the risks associated with home 
delivery. 
(Mother of 2, delivered in health facility) 
 
For the rest, it was simply a reflection of the prevailing belief in the community that the 
life of a pregnant women is fragile. 
 
Your body is not the same when you were pregnant and when you were not. In 
our community we say a “pregnant woman’s soul is suspended between life and 
death. It could go either way”.  It is very risky. 
(Mother of 2, delivered at home) 
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However, high perceptions of vulnerability were not enough for women to decide in-
favour of facility-based delivery by their own. 
 
Even though I knew I was vulnerable to delivery related risks because of my 
previous bad home delivery experience, it was my husband who decided where I 
should deliver.  
(Mother of three, delivered in health facility) 
 
The results are comparable to a research done in Oromia Region, central Ethiopia, by 
Dida, Birhanu, Gerbaba, Tilahun and Morankar (2014:291). The researchers observed 
that perceived susceptibility significantly predicted intentions of women.  However, 
even if women perceive home delivery as life threatening, their decisions are molded 
by the power dynamics between husbands and wives. According to kifle et al (2018:10) 
reported that lack of decision making power may explain why even women with high 
risk perception were unable to deliver in health institutions. The thematic network in 
Figure 5.11 and the description of the sub theme that supported the core structure of 
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5.3.2.2 Theme: Perceived severity 
The second theme is “perceived severity”.  Perceived severity is the belief about the 
seriousness of the threat of delivery related complications to a woman’s life (Milne et 
al 2002:164). In this study, it is expected that the degree of seriousness of delivery-
related complications would be strong motivator to seek care from health facilities. 
 
In the interview, a question was included that relates to the participants’ feeling about 
the seriousness of developing delivery complications. As depicted in Table 5.20, this 
thematic network comprises one themes (perceived severity), one sub-theme 
(seriousness of pregnancy complications), two categories (fear of debilitating illness 
and fear of death), and four sub-categories (fear of prolonged labour, fear of bleeding, 
fear of losing a child and fear of dying).  
 
Table 5.20: Sub theme, categories and sub categories of the theme “perceived severity” 
 
 
Interview results showed that, regardless of their place of delivery, most participants 
showed similarity in perception on the level of severity related to delivery related 
complications. 
 
Fear of debilitating illness was also shaping severity perception. Women feared that 
bleeding and prolonged labour might have occurred and could have caused 
hospitalisation. 
 
I was very frightened that I might have had bleeding or prolonged labour. 
(Mother of 2, who delivered at home) 
 
Delivery complication was a serious illness…I could have been hospitalized. 
(Mother of 2, who delivered in a health facility) 
 
Theme   Sub theme Category Sub-category
Fear of diblitating 
illness
Fear of prolonged labour; fear of bleeding
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The participants also acknowledged that pregnancy complications could compromise 
the safety of the baby or the mother. A mother of two described the situation using a 
local metaphor. 
 
The life of a pregnant women is like a “jebena*” made of clay. If not handled 
properly, it would fall and break.  
(Mother of 2, who delivered in a hospital) 
Note: Jebena is a traditional pot for making coffee 
 
However, many women factored in their husband’s position to contemplate where to 
deliver their baby. Their responses mostly described the husband as the person who 
is responsible for deciding what to do.  
 
…It is up to the owner of the “jebena*” to handle it properly. 
(Mother of 2, who delivered in a hospital) 
 
Similarly, another woman’s experience was a case in point to demonstrate that some 
women delivered at home regardless of the perceived seriousness of delivery related 
complications. 
 
I knew very well that delivery complications could cause serious harm to my life. 
But I delivered at home because of my husband’s refusal to take me to a health 
facility. 
(Mother of 2, delivered at home) 
 
The participants’ descriptions make it more visible that the thematic network (Figure 
5.12) for perceived severity is anchored around seriousness of pregnancy 
complications that is shaped by fear of debilitating illness and death. 
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Figure 5.12: Thematic network for “perceived severity” 
 
Comparative observations were accounted for by different researchers. For instance, 
Dida et al (2014:297) revealed that perceived severity didn’t prompt intention. Shiferaw, 
Spigt, Godefrooij, Melkamu and Tekie (2015:7) who reported that the fact that laboring 
women staying at home in spite of high risk perception was that the women were not 
the main decision makers in the household. A separate study conducted by Noh, Kim, 
Akram, Yoo, Cheon, Lee, Kwon and Stekelenburg (2019:7) in Pakistan similarly 
showed that women lack power to make decisions, including where to deliver, even if 
they were aware of the seriousness of pregnancy complications. 
 
5.3.2.3 Theme: perceived response efficacy 
It is the acceptance regarding whether the recommended preventive response (in this 
case, health facility delivery) would be effective in avoiding the threat of pregnancy 
complications (Al-Ghaith 2016:126). In this study, it was assumed that mothers would 
tend to seek facility-based delivery care if the anticipated outcome is positive.  
 
During the interview, participants were asked how effective would delivering in a health 
facility be in reducing the risk of developing delivery related complications. As 





Fear of losing 
own  life












 136  
 
response efficacy), one sub-theme (level of confidence in delivery outcomes), two 
categories (trust in delivery care provider and perceptions of cesarean section), and 
five sub-categories (preference for experienced traditional birth attendants, lack of trust 
in competency of professionals, preference for viginal delivery, avoid unnecessary 
surgery and delayed recovery).  
 
Table 5.21: Sub theme, categories and sub categories of the theme “perceived response efficacy” 
 
 
Interview participants reflected differing views about home delivery and facility delivery 
outcomes. A common opinion most women participants shared was competency of 
service providers. The way providers handle situations at facility level was found to 
affect women’s interest. The large influence of experienced traditional birth attendants 
deterred women from seeking delivery care from health facilities. Especially, mothers 
who delivered at home believed that experience was more important than qualification 
alone because it guarantees safety. The following excerpt sums up their perceptions. 
 
When it comes to delivery, women traditional birth attendants were far more 
experienced than the boys providing delivery care services in the health centers. 
The boys may have had the required qualification, but they clearly lacked life 
experiences which were very important to save lives. 
(Mother of 4, who delivered at home). 
 
It was consistently implicated that most facility-based providers lack of experiences and 
did not know how pregnancy, labour and delivery feels. A woman reflected on why she 
decided to deliver her second child at home after having delivered her first child at a 
hospital. 
 
You do not have any control who is going to deliver the baby. My first baby was 
born in a hospital. The doctor attending me was very young – clearly he lacked 
Theme   Sub theme Category Sub-category
Trust in delivery 
care provider
Preference for experienced traditional birth 









Level of confidence 
in delivery outcomes
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experience. Letter I heard that he was a trainee doctor. If delivery is risky, 
someone more experienced should have taken responsibility. 
(Mother of 2, who delivered at home). 
 
Not only good experiences of traditional birth attendants, but also bad experiences of 
facilities would result in home delivery. One woman reflected on her bad experience at 
a health facility that resulted in putting her and her baby’s life at risk. 
 
The doctor there examined my situation very briefly and advised us to go back 
home and come back after three or four hours because “the baby is not yet ready”. 
As we were far away from home, we went to my husband’s relative’s home. After 
just half an hour later, my labour got very intense and I delivered the baby there 
without any health worker’s support. This put me and my baby at risk and we also 
became a burden to our hosts. Now I have lack of trust in their competency. Their 
estimation was wrong. 
(Mother of 1, who delivered at home). 
 
Another woman also described how wrong estimation of the delivery date forced her to 
deliver at home. 
 
The due date the health extension workers told us was three weeks away. We 
were not ready for that particular day. Had we known the correct due date, we 
could have gone to a health institution. 
(Mother of 2, who delivered at home). 
 
Conversely, women who had the experience of delivering in a health institution had a 
different view. For them, delivering in a health facility simply had no other alternative. 
 
It is always better to deliver in the hands of health care professionals. The nurses, 
doctors and others could take care of you and your baby. If any unexpected things 
occurred, they could have handled it. 
(Mother of 1, who delivered in health facility) 
 
The health professionals managed my problems very well before and after 
delivery. I was in safe hands. 
(Mother of 2, who delivered in health facility) 
 
Level of confidence in delivery outcomes was indicated by other researchers as well. 
Jinka, Wodajo and Agero (2018:15), in their studies in Dima district of Southern 
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Ethiopia, the qualitative data analysis showed that, among the reasons given for not 
attending facility based delivery, absence of trust in the health care provider’s skills was 
the most important. In a mixed-methods study conducted in Woldia, Ethiopia, on 
institutional delivery service utilisation, the researchers observed that mothers stayed 
at home for delivery because of preference to experienced and trusted traditional birth 
attendants (Awoke et al 2013:22). In separate study done in Southern Ethiopia, 
mothers unanimously blamed health workers for their failure to tell them the exact date 
of delivery (Kaba, Adugna & Bersisa 2015:7). 
 
The other important theme emerged from the qualitative analysis is perception about 
cesarean-section.  The majority of women, regardless of their place of delivery, seemed 
to have similar views on surgery. There was general suspicion among the respondents 
that doctors prefer to do surgery (cesarean-section) rather than assist in vaginal 
delivery.  
 
While taking care for my sister-in-law in a maternity hospital, I witnessed that 
almost all of the women in that particular hospital delivered through surgery.  
(Mother of 1, who delivered at home) 
 
I asked them to give me more time to deliver through the normal passage. They 
refused. I did not have choice. Had I known that, I would not have gone to the 
health facility. 
(Mother of 1, who delivered at home) 
 
There was a strong perception among most women that doctors perform cesarean-
section as means of getting more money, even if normal delivery was the right option. 
 
In health facilities they make unnecessary surgeries just to make profit. Most 
women I knew who delivered in health facilities have had surgeries. How come 
everybody had delivery problems? 
(Mother of 2, who delivered at home)  
 
Mothers also described that the other reasons for keeping away from surgery was that 
it is very expensive and takes more time to recover. 
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Once you have surgery, it takes a long time to recover. Besides costing more 
money, this would affect day-to-day activities. 
(Mother of 1, who delivered at home)  
 
The thematic network in Figure 5.13 shows the theme “perceived response efficacy” 
that emerged from the thematic analysis. 
 
 
Figure 5.13: Thematic network for “perceived response efficacy” 
 
This result is similar to the findings obtained from a research conducted in Nigeria on 
beliefs of women on cesarean section. The study demonstrated that the majority of 
women dislike cesarean-section (Ezeome et al 2018:425).  Similar perceptions were 
spread accross Ghana too. As reported by Adageba, Danso, Adasu-Donkor and 
Ankobea-Kokroe (2018:137), 93.5% of Ghanian women preferred viginal delivery 
(Adageba, Danso, Adasu-Donkor, Ankobea-Kokroe 2018:137).  
 
5.3.3.4    Theme: attitude 
Attitude is the judgments that mothers make about the behaviour they like or dislike 
(Fang et al 2017:6). This suggests that affirmative attitudes could positively influence 
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During the interview, participants were queried about the good things and the bad 
things of facility-based delivery. Table 5.22 presents the sub themes, categories and 
sub categories of the theme “attitude” 
 
Table 5.22: Sub theme, categories and sub categories of the theme “attitude” 
 
 
As depicted in Table 5.22, the thematic network for the theme “attitude”  is composed 
of two sub-themes (quality of care and interpersonal relations), five categories (staff 
attitude, facility conditions, privacy, respect to mothers-in-law and avoiding conflict) and 
fifteen sub-categories (uncaring staff, preferential treatment by staff, less respect for 
rural women, shortage of medical supplies, poor sanitation of delivery room, awkward 
delivery positions, feeling of shame; lack of clarity about staff role, fear to question staff, 
status of mothers-in-law in community, mothers-in-law child birth experiences, support 
from mothers-in-law, husband listens mother's advice, fear of divorce, sacrifice to save 
marriage). 
 
5.3.3.4.1    Sub theme: quality of care 
Health facility conditions, like shortage of medical supplies, poor sanitation, 
uncomfortable bed, privacy, and awkward delivery positions, seemed to hugely affect 
attitudes of mothers toward delivering in health facilities.  
 
Every day, pregnant women delivered on that same couch. I did not have full 
confidence about its cleanliness. 
 (Mother of 2, delivered in health facility) 
 
Theme   Sub theme Category Sub-category
Staff attitude Uncaring staff; preferential treatment by staff;  less 
respect for rural women
Facility conditions Shortage of medical supplies; poor sanitation of 
delivery room; awkward delivery positions
Privacy Feeling of shame; lack of clarity about staff role; 
fear to question staff
Respect to mothers-
in-law
Status of mothers-in-law in community; mothers-in-
law child birth experiences; support from mothers-
in-law
Avoiding conflict Husband listens mother's advice; fear of divorce; 
sacrifice to save marriage
Attitude Quality of care
Interpersonal 
relationships
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…specially the delivery rooms were not clean. I can say... yah… my house is 
safer. In health centers, they did not clean the beds properly. It looked dirty. How 
could you be sure that HIV was not there? 
(Mother of 2, delivered at home) 
 
…they prescribed medicines to get them from private pharmacies. They did not 
seem to have all the drugs at their disposal. 
(Mother of 1, who delivered in health facility) 
 
Most drugs were not available in the health facilities. They prescribed drugs that 
we needed to go out and buy from private pharmacies. My husband told me that 
they were very expensive in private pharmacies. 
(Mother of 3, who delivered in health facility) 
 
I do not like the bed and the delivery position. Your leg is up there, far open. It 
was not comfortable. I did not see the benefits of that position. At home, I 
delivered in a squat position.  
(Mother of 2, delivered at home). 
 
At home, the traditional birth attendants allow you to kneel down and push 
downwards. In health facilities, they made me sleep on my back, spread my 
legs…one leg here, the other leg there… and then … my legs were hanged up 
on two poles near the ceiling (pointing at the ceiling). So in essence, I was pushing 
upward.  
(Mother of 3, delivered in a health facility) 
 
…up on reaching the hospital at night after a long trip, there was no space to 
accommodate her.  
(Mother of 1, who delivered at home) 
 
My initial understanding was that they would do everything here at the health 
center. Later I understood that, if things go bad, they simply refer you to a hospital 
in Addis Ababa.  
(Mother of 3, who delivered at home) 
 
Lack of privacy was an important organising theme articulated from the interviews. 
There was total agreement from all mothers alike that lack of privacy was a prevalent 
condition in health facilities. 
 
Privacy is very important. Your internal parts are not for everybody to see. They 
need to be respected and covered. But in the delivery health facility, what I got 
was the opposite. I was displayed like a soap in the market. Anybody passing by 
could have had a glance at my “thing”. That is disrespectful. 
(Mother of 4, who delivered in health facility) 
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With your legs spread wide open, a lot of people come and go. The feeling of 
shame was extreme. At home, nobody is allowed to violate your privacy. 
(Mother of 2, who delivered at home) 
 
Lack of clarity about staff role during delivery was also mentioned by one woman as 
one of her shameful experiences in health facilities. 
 
While I was labouring, many people came, checked me, and went. It seemed to 
me that anyone with a white gown and a glove had the right to insert a finger into 
me. I did not have the courage to say “no” because those were the people that 
were supposed to help me. But it was a shameful encounter for me. 
(Mother of 1, delivered in health facility) 
 
In spite of the wide-spread privacy violations across many of the health service 
providers, some women had the motivation to deliver in health facilities to avert any 
potential calamities. 
 
Like other women, lack of privacy worried me a lot. But I delivered my two babies 
at the same health facility. I did not want to risk my life by delivering at home. 
(Mother of 4, who delivered in health facility) 
 
Bad staff attitude was identified as sub-theme from the interviews. Lack of respect and 
empathy, and preferential treatments by health facility staff were consistently reported 
by mothers. 
 
If I needed help, they were always late to show up. Sometimes they were rude. 
They did not feel my pain. In contrast, traditional attendants are very attentive to 
your needs and sufferings. 
(Mother of 1, delivered in health facility) 
 
They did not respect me. Maybe that was because I was a rural woman. 
Whenever I asked something, they simply ignored me. Traditional birth attendants 
are generally soft-spoken, caring, and very respectful of their customers. 
(Mother of 2, who delivered at health facility) 
 
 
There was preferential treatment. Some women get frequent attention, while 
others had to ask repeatedly to get services.  
(Mother of 3, who delivered at health facility) 
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There are abundant studies that show quality of care to hugely affect attitudes of 
mothers toward delivery health care providers. For instance, Banks et al (2018:322) 
reported that violations of privacy a common practice in most health institutions in 
Ethiopia.  
 
In a study done in the Sidama Zone, Ethiopia, the health institutions lack the required 
medical supplies for delivery (Kea, Tulloch, Datiko, Theobald & Kok 2018:7). Wassihun, 
Deribe, Worede and Gultie (2018:5), in a study conducted in Bahir Dar, North Western 
Ethiopia, found that 67.1% of the respondents reported having experienced irreverence 
and ill-treatment during child birth at a health institution. Such negative interactions 
hugely influence health seeking behaviour of pregnant women. Women expect a 
humane and respectful treatment by health professionals or else they deliberately 
change their place of delivery (Esena & Sappor 2013:203). A different study conducted 
in Wolaita zone of Ethiopia on Mothers’ satisfaction with institutional delivery services, 
Temamo, Abebe and Menta (2018:6) reported that cleanliness was an important 
predictors of satisfaction with the services. A research conducted by Noh et al (2019:9) 
in Pakistan demonstrated that mothers were required to deliver in rooms where quality 
was compromised.  
 
Lack of trust in facility-based professionals in handling viginal deliveries was an issue 
of paramount when deciding where to deliver. A research in Ethiopia by Shiferaw et al 
(2015:4) showed that lack of trust in service quality was a major factor for women for 
preferring to stay at home for delivery. 
 
5.3.3.4.2    Sub theme: interpersonal relations 
Another important theme emerged from the study is interpersonal relationships with 
extended family members. Especially, mothers’ relationships with their mothers-in-law 
were mentioned not only from their respectful experiences on delivery and child rearing, 
but also from the perspective of their influences in breaking up marriages. 
 
 144  
 
Mother-in-laws are the ones that give you support during the time after delivery. 
They keep your house in order. They look after your baby. They prepare food. 
Besides, they had good experiences on delivery. They gave birth to many children 
and raised them. I need to listen to her. 
(Mother of 3, delivered at home) 
 
My mother-in-law believed that I must go to a health facility if the baby was not 
moving or if I got prolonged labour, otherwise there was no difference between 
the two. I followed her advice and delivered at home. 
(Mother of 1, delivered at home) 
 
In my case, my in-laws were not supportive of facility based delivery. Doing 
anything against in-laws’ ideas may create conflict. It could also cost my marriage.  
(Mother of 4 children, who delivered at home)  
 
I did not have a good relationship with them. My husband listens to his mother’s 
advices. Deciding to deliver at home was a good chance to improve the situation.  
It was a sacrifice I made to safe my marriage. 
(Mother of 1, who delivered at home)  
 
My husband’s family liked to be involved in every aspect of our lives. But they 
were also very supportive in many ways. I did not want to create conflicts with 
them. So I tried to develop good relationship with them. That made them support 
my delivery in a health facility. 
(Mother of 2, who delivered in a facility) 
 
The thematic network in Figure 5.14 depicts that the theme “attitude” is anchored 
around the sub themes quality of care and interpersonal relationships. 
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Figure 5.14: Thematic network for the theme “attitude” 
 
The results verified findings from existing studies that showed interference by family 
members were affecting decisions on choice of care. In a study done in Ethiopia, 
Adinew et al (2018:3) observed that family interference was found to be crucial. In a 
separate study in Assossa district, Western Ethiopia, the researchers found that 
mother-in-law’s interference was found to be a significant predictor (Amentie, Abera & 
Abdulahi 2016:42). 
 
5.3.3.5 Theme: subjective norm 
Subjective norm is denoting peer pressure particularly from their referents to deliver or 
not to deliver in a health care institution. The assumption was that mothers usually 
become engaged in the actions when they think that significant people believe they 











































 146  
 
During the interview, participants were asked which individuals or groups approved or 
disapproved facility-based delivery. As presented in Table 5.23, the thematic network 
for the global theme “subjective norm” is composed of two sub-themes (conformity and 
support) and four categories (tradition, rituals, home management, and care) and nine 
sub-categories (practiced by majority, not wanting to be an exception, traditional ritual, 
religious rituals, caring of property, caring of remaining children, share household 
chores, attend to new baby and care to mother).  
 
Table 5.23: Sub theme, categories and sub categories of the theme “subjective norm” 
 
 
5.3.3.5.1    Sub theme: conformity 
Mothers believed the prevalence of home delivery in the community was such that only 
very few educated people practiced and promoted facility delivery. 
Other than health extension workers, teachers and agriculture development 
agents, there were very few people who accepted and practiced facility based 
delivery.  
(Mother of 2, who delivered in health facility) 
 
Neither my in-laws nor neighbours said anything about going to health facilities 
for delivery. 
(Mother of 3, who delivered at home) 
 
Home delivery is a tradition here. Most people in our community deliver at home. 
Since the majority of people prefer home delivery, thinking otherwise was not 
welcomed by others. You are expected to do the same. 
(Mother of 2, who delivered at home) 
 
Older women, like mother-in-laws do not support facility delivery. It is a tradition 
here to deliver at home. Nobody wants to be different.  
(Mother of 1, who delivered at home) 
 
Theme   Sub theme Category Sub-category
Tradition Precticed by majority, not wanting to be an 
exception
Rituals Traditional ritual,  religious rituals




Care Share household chores;  attend to new baby; care 
to mother
Support
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Some women questioned the importance of accepting harmful practices at the expense 
of women’s life. But doing so may have serious consequences. 
 
We have some very nice norms. But we have also harmful customs that need to 
be changed. As a woman, I was the one who was most vulnerable to delivery 
related complications. So I rejected her advice to stay at home for delivery. That 
created conflict with my husband and with the in-laws and my husband divorced 
me. 
(Mother of 1, who delivered in facility) 
 
Other than ensuring conformity, delivering at home would also help mothers to ensure 
required rituals are performed. 
 
If my delivery is homebased, rituals like “merka1” would be performed.  
(Mother of 2, who delivered in health facility) 
 
Had I delivered in a health facility, conducting traditional rituals, especially 
spraying of tsebel2 by our religious father and the Marka ceremony by women, 
would have been delayed. 
(Mother of 4, who delivered at home) 
 
Related findings were observed in a mixed-methods research done in Woldia, Ethiopia, 
on institutional delivery service utilisation. The researchers observed that homebased 
delivery is a norm because of preference to traditional birth attendants (Awoke et al 
2013:22).  
 
For many women in Ethiopia, tradition was found to be crucial (Adinew et al 2018:3) 
and seeking inistitution based care is considered as unnecessary, indicating the 
negative attitude associated with facility-based deliveries (Yaya, Bishwajit, Uthman & 
Amouzou 2018:8). Yaya et al (2018:8) also reported that, both in Ethiopia and Nigeria, 
women explained the importance of rituals following delivery, which in most cases is 
not practical at facility-level. 
 
 
                                                          
1 Marka is a thick porridge traditionally made of barley or wheat flour 
2 Tsebel is a holy water sprayed by priests to cleanse a bad spirit   
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5.3.3.5.2    Sub theme: Support 
Mothers desire their family’s involvement and community support during delivery. 
Delivering at home would help mothers obtain the necessary support from relatives 
and friends. 
 
If you deliver at home, there are a lot of people around you to take care of you 
and your baby. In addition to preparing food for you and doing other household 
chores, they will attend to your new baby so that you can have enough sleep and 
rest.  
(Mother of 3, who delivered at home) 
 
Relatives prefer home delivery to provide the necessary support for you. Like 
preparing food, caring the new born. If you deliver in a health facility, it would be 
far for them to come and support you. 
(Mother of 1, who delivered at home) 
 
If I deliver at home, all the neighbours would be beside me.  
(Mother of 2, who delivered in health facility) 
 
Home management is assumed to be the sole responsibility of the women even when 
the woman is at the critical time of delivery. This includes making sure of the safety of 
other children and the family’s property. 
 
If I deliver in a health institute, who is going to be in charge back home. 
(Mother of 3, who delivered at home) 
 
There were many issues that I needed to consider - like how to manage my home 
in my absence, who would take care of my child, who would take care of our cattle 
or our crop in the field. There were many issues that needed to be resolved before 
I left. 
(Mother of 2, who delivered in health facility) 
 
Delivering at home gave me the chance to manage the family’s property properly. 
(Mother of 1, who delivered at home) 
  
There are some other studies that documented comparable findings. As accompanying 
individuals are not allowed into the delivery room, women dread being unattended and 
left by themselves. This results in feeling of distress and aversion against the better 
choice of institutional delivery in spite of their insight that it is the more secure choice 
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(Ejeta & Nigusse 2015:40). Besides, in health institutes, there are limited privacy and 
less attentiveness to the need of the pregnant women as compared to the attentive and 
caring traditional birth attendants at home (Shiferaw et al 2015:5). 
 
A research in Ghana on pregnant women’s perspective on facility-based delivery, for 
remotely located families, assigning a trusted person at home during mothers’ stay at 
the health facility can be extremely difficult (Crissman, Engmann, Adanu, Nimako, 
Crespo & Moyer 2013:22). Staying at home for delivery frequently brings about less 
dislocation from family, lessening the requirement for a helping individual (Crissman et 
al 2013:21). 
 
The thematic network in Figure 5.15 shows the theme “subjective norm” with three sub-
themes, four categories and nine sub-categories. 
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Figure 5.15: Thematic network for the global theme “subjective norm” 
 
5.3.3.6    Theme: perceived behavioural control 
The existence of conditions that enhance or limit a person’s capacity to accomplish the 
behaviour is denoted by perceived behavioural control. Fewer limitations mean higher 
capacity to exercise the behaviour (Tao & Fan 2017:88). 
 
Participants were requested to describe the elements that made it simple or hard for 
them to deliver in a health care institution.  As shown in Table 5.24, the thematic 
network for the theme “perceived behavioural control” is composed of four sub-theme 
(decision making power, access to service, and financial barriers) and ten categories 
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road condition, mobile network, transport expenses, medical expenses, cost of family 
support) and twenty-two sub-categories (husband bread winner, women not employed, 
women not educated, wives do not talk with husbands, husbands spend little time with 
family, husband decide alone, husbands do not attend antenatal, delivery facilities far, 
lack of place to stay away from home, not available, no regular transportation, 
ambulances not available, ambulances come late, bad road, inaccessible during rainy 
season, poor network,  no network, facility not in walking distance, transport expensive, 
cost of drugs and other medical services, cost of referral, cost of transport and cost of 
food). 
 
Table 5.24: Sub theme, categories and sub categories of the theme “perceived behavioural control” 
 
 
5.3.3.6.1    Sub-theme: decision making power 
As depicted in Table 5.24, lack of decision making power one of the sub-themes. 
According to the interviewees, in most households, the breadwinner is the husband. 
Most women were unemployed, which left them with diminished abilities on decision 
making. As the decision making power was with the husbands, their favourable 
decisions in permitting women to go to health facilities for delivery was very vital. 
 
Theme   Sub theme Category Sub-category




Wives do not talk with husbands; husbands spend 
little time with family
Husband's decision Husband decide alone; husbands do not attend 
antenatal
Proximity Delivery facilities far; lack of place to stay away 
from home
Transport Not available; no regular transportation; 
ambulances not available; ambulances come late
Road condition Bad road; inaccessible during rainy season
Mobile network Poor network;  no network,
Cost of transport Facility not in walking distance; transport expensive
Cost of medical 
supplies
Cost of drugs and other medical services; cost of 
referral
Cost of family 
support
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If my husband was not giving support, I could not have delivered in a health 
institute. 
(Mother of 3, who delivered in health facility). 
 
My husband’s decision was very important. In my case the health extension 
worker convinced him to take me to a health center. 
(Mother of 1, who delivered in health facility). 
 
Women emphasized that, most husbands never accompanied their wives during ANC 
visits which deprived them of the opportunity to understand about delivery related 
complications. 
 
Most women go to ANC visits alone. However, my husband joined me during my 
two ANC visits. That enabled him to understand the risks I was in. He was very 
worried about my safety. 
(Mother of 2, who delivered in health facility). 
 
The other important basic theme emerged was couple communication. Many women 
reflected that mothers often did not communicate well with their husbands. 
 
Usually the husband decides without consulting his wife in most cases. Not only 
on delivery, but also on all issues related to the house hold. 
(Mother of 4, who delivered at home) 
 
He spent a lot of time outside with his friends. He comes late-night and goes early 
in the morning. There was no time to talk. 
(Mother of 1, who delivered at home) 
 
One woman’s reflection on the benefit of having good couple communication sums it 
all. 
I have good understanding with my husband. Unlike many couples around this 
area, we discuss and decide together. Unless you talk with your husband, there 
won’t be any solution. 
(Mother of 2, who delivered at home) 
 
Comparable results were documented by other researchers too. In a study done in 
Sidama Zone, Ethiopia, the decision as to where a woman should deliver is influenced 
by the choices of the husband and his family. The wife is supposed to follow suit even 
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if that was something against her own preferences (Kea et al 2018:12). If mothers 
decide jointly with their husbands, it would create significant motivation to utilise 
delivery care services (Ejeta & Nigusse 2015:41). However, because of power 
differences between the husband and wife, even well educated women were unable to 
enforce their choices (Kifle et al 2018:9). Similar observations were reported from other 
African countries. For instance, Ghanian women were not authorised to make decisions 
without their husbands’ consent (Theuring, Koroma & Harms 2018:7). A separate study 
in Ghana also showed that, women were not self-empowered to decide where to deliver 
(Esena & Sappor 2013:201). 
 
5.3.3.6.2   Sub-Theme: access to services 
The other important sub-theme is access to services. Many women strongly believed 
that distance was creating impediments to utilizing delivery care services. 
 
The location of the health institute is the prime challenge. The nearest health 
center is a two-hour travel on foot from here. It is unthinkable for an expectant 
mother to travel on foot up to there. 
(Mother of 3, who delivered at home) 
 
Availability of delivery facilities near our home is very important. You do not have 
to travel long, you do not need to travel in advance, like a week or so before your 
expected delivery date. If you are away, you need a place to stay, which is very 
difficult to arrange. 
(Mother of 1, who delivered at home) 
 
The participants also reflected that, in addition to far distances, lack of transportation 
and poor road conditions were making accessibility far more difficult. 
 
We do not have regular public transport here. We also need a good mobile 
network to try the ambulance. In most cases, even if the network permits, the 
ambulances came very late or they did not show up at all because of the bad 
road. Specially during rainy season, it is almost impossible to get transportation. 
(Mother of 2, who delivered at home) 
 
Mothers stressed that if delivery care providers were near, the number of women 
utilising the service would have increased. 
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Many mothers utilised antenatal care because it was provided near our home. 
For delivery care, we needed to travel to health centers that were far from home. 
If delivery care providers were found near our home, mother would have been 
motivated to deliver there. Because it is far, there were many issues that I needed 
to consider - like costs, how to manage my home in my absence, who would take 
care of my child, who would take care of our cattle or our crop in the field. There 
were many issues that needed to be resolved before I left. 
(Mother of 2, who delivered in health facility) 
 
Poor accessibility of health care facilities implicated by various researches as a major 
factor that enhance home delivery. In a study conducted to explain why some women 
in Wolaita district in Ethiopia remain at home for delivery after attending antenatal care 
services, nearness was found to be one of the primary issues considered in choosing 
place of delivery (Adinew et al 2018: 5). In a study conducted on magnitude of 
institutional delivery service utilisation in Afar region, East Ethiopia, women living closer 
to the health care facilities were more likely to seek maternity care provisions (Assefa, 
Alemayehu & Debie 2018:4). Theuring et al (2018:8) found that difficult topography and 
unbearable transportation expenses are key barriers in Sierra Leone. Esena and 
Sappor (2013:203), in their study on barriers to skilled delivery in Ghana, reported that 
access to transportation is the chief culprit for inhibiting women from accessing delivery 
care. 
 
5.3.3.6.3   Sub-Theme: financial barriers 
Many mothers mentioned that, although delivery care provisions were assumed to be 
free, there were other masked costs. 
 
Unavailability of supplies in public health facilities forced us to buy the supplies 
from very expensive private suppliers.  
(Mother of 2, who delivered in health facility) 
 
Some drugs were not found in the health center. They told us to buy it from 
somewhere.  
(Mother of 3, who delivered at health facility) 
 
Delivery care facilities are found far away from us. Transport is very expensive.  
(Mother of 2, who delivered at home) 
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If you want someone to accompany you, you need to pay additional money for 
transportation and food. 
(Mother of 3, who delivered at home) 
 
However, some women emphasised that such costs were not comparable to a 
woman’s life and should not drive mothers away from health facilities. 
 
Delivery services were free. I was not required to pay for the bed. But I was 
required to pay to get other services and drugs. But my life is worth more than the 
money.  
(Mother of 2, who delivered in health facility) 
 
Other researchers also reported comparable results. Adinew et al (2018:4), reported 
that cost of transportation and medical services coupled with a more flexible payment 
options for traditional birth attendants had pushed participants to prefer home delivery.  
 
Doctor, Abdulsalam-Anibilowo and Salimu (2016:8) indicated that medical costs, 
proximity and female decision making power are possible reasons for low health facility 
deliveries in South Africa. Seasonality has similar negative impacts on health care 
utilisation. Crissman et al (2013:22) noted that, in rural Ghana, travelling is particularly 
expensive during rainy seasons. 
 
The thematic network in Figure 5.16 shows the theme “perceived behavioural control” 
with three sub-themes, ten categories and twenty-two sub-categories. 
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Figure 5.16: Thematic network for the global theme “perceived behavioural control” 
 
5.3.3.7      Theme: Intention 
According to Ajzen (2015:125) the “immediate antecedent of a particular behaviour is 
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requested to identify place of delivery for of the last child, where they intended to 
deliver, and explain why? 
 
As shown in Table 5.25, the thematic network for the theme “intention” is composed of 
two sub-theme (lack of delivery preparedness and facility level barriers) and two 
categories (unanticipated circumstances and staff competency) and four sub-
categories (sudden onset of labour, complicated delivery, wrong estimation of due date 
and poor labour management). 
 
Table 5.25: Sub theme, categories and sub categories of the theme “intention” 
 
 
5.3.3.7.1      Sub-theme: lack of delivery preparedness 
As presented in Table 5.25, lack of delivery preparedness is one of the organising 
themes. One women described sudden onset of labour as a cause for delivering at 
home. 
 
My plan was to deliver in the nearby health center. However, my husband and I 
were caught off guard when labour started in late at night. So I delivered my baby 
with the support of families and neighbours. 
(Mother of 3, who delivered at home) 
 
Another woman reflected that she delivered at a health facility against her intention 
because of delivery complication. 
 
I planned to stay at home for delivery. But God did not permit that. I had a very, 
very bad labour. I had no choice. They carried me on foot to the health center in 
Sendafa. 
(Mother of 3, who delivered at home) 
 
Theme   Sub theme Category Sub-category




 Sudden onset of labour, complicated delivery 
Facility level 
barriers
Staff competency Wrong estimation of due date, poor labour 
management
Intention
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Having an advanced plan to deliver at health institution is reported as a key aspect 
significantly related with maternity service utilisation in other studies. On the importance 
of planning ahead, Demilew, Gebregergs and Nigusse (2016:15) recommended better 
birth preparedness as an intervention for fostering the use of health facilities. The 
authors observed that women who had preparedness plan were highly likely to use 
health facility than those without a preparedness plan. In a different study conducted 
to explain why some women were unable to go to health institutions for delivery after 
attending antenatal care services, it was observed that lack of prior planning for place 
of delivery and transportation costs prevented women from accessing facility delivery 
even if their intensions were to deliver in health facilities (Adinew et al 2018:4). 
 
A separate study conducted in Ghana on barriers to skilled delivery revealed that, 
although the study participants were knowledgeable about the risk signs, most families 
did not have prepardness plan and decisions are usually made at the last hour (Esena 
& Sappor 2013:201). 
 
5.3.3.7.2      Sub-theme: facility level barriers 
Facility level barriers beyond women’s control is another theme recognised as cause 
for women to deliver at home in spite of their intentions to deliver in a healthcare facility. 
 
I did not deliver in a health facility not because I wanted to deliver at home. When 
my labour started, my husband contracted a very expensive taxi and took me to 
a hospital in Addis Ababa, forty …or maybe 50…kilometers away. The doctor 
there examined my situation very briefly and advised us to go back home and 
come back after three or four hours because “the baby is not yet ready”. As we 
were far away from home, we went to my husband’s relative’s home. After just 
half an hour later, my labour got very intense and I delivered the baby there 
without any health worker’s support. 
(Mother of 3, who delivered at home)   
 
Another woman also described how wrong estimation of the delivery date by health 
care workers forced her into home delivery against her intention. 
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My intention was to deliver in a hospital … one day, all of a sudden, I started 
laboring. First I thought it was a simple abdominal pain. And then it got intense. 
My husband was not around. I was in total panic. The due date the health 
extension workers told us was three weeks away.  
(Mother of 2, who delivered at home)   
 
During antenatal care visits, women are expected to receive information on their 
expected date of delivery (Adinew et al 2018:4). But it was not uncommon not to receive 
this vital information from health care facilities. 
 
The health extension worker never told me my expected delivery date. 
(Mother of 1, who delivered at home)   
 
In a phenomological study done in Ethiopia, Adinew et al (2018:4) reported that, as the 
majority of women lack the information as to when their approximate due date is, onset 
of labour could be unexpected thereby prompting delivery at home. 
 
The thematic network in Figure 5.17 shows the theme “intention” with two sub-themes, 
two categories and four sub-categories. 
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5.4        META INFERENCE PHASE (DATA INTERPRETATION)  
This phase of the study helped to create meta-inferences that would inform the 
development of a framework for promoting facility-based delivery among rural women 
in Ethiopia. To create the meta-inferences, the quantitative data were interpreted first. 
Then, the results from the qualitative part of the study were used to further explain the 
quantitative findings. Related literature on the phenomenon of interest was used to 
compare with findings in this study. 
 
5.4.1     Model fit 
This study proposed an integrated model to for identifying factors affecting intention 
and behaviour related to facility based delivery. In the conceptual model of this study, 
the latent constructs were classified in two main categories: exogenous and 
endogenous. The exogenous constructs were vulnerability, severity, response efficacy, 
attitude, subjective norm and perceived behavioural control while the endogenous 
constructs were intention and behaviour (place of delivery). 
 
The data was screened in terms of missing values, outliers, and normality requirements 
for structural equation modeling. Exploratory factor analysis was conducted to reduce 
the data while the confirmatory factor analysis was used to test the fit of the 
measurement model. Reliability and validity of each latent variable was examined. 
Finally, the structural model was tested. 
 
The goodness of fit indices and other parameters estimates were examined to evaluate 
the proposed structural model. Over all, the proposed model adequately fits the 
observed data. The model had a chi-square value of 196.96, degrees of freedom of 
167, and probability of 0.056, indicating a good fit. Values of the absolute, incremental 
and parsimony fit indices also showed good fit. The goodness-of-fit index and root 
mean square error of approximation were 0.956 and 0.022, respectively. The 
incremental fit measures, normed fit index and comparative fit index, were 0.956 and 
0.993, respectively. The parsimony fit measure, adjusted goodness of fit index, was 
0.939. All these indices exceeded all the recommended values. However, the path 
 161  
 
analysis results also showed that the effects of vulnerability and severity on intention 
and the effect of perceived behavioural control on behaviour were non-significant. 
Thus, a modified structural model was analysed by removing the non-significant paths.  
 
The path analysis results of the modified structural model showed that the modified 
structural model explained 34% of the variance in intention and 24% of the variance in 
delivery care seeking behaviour. The modified structural model had a chi-square (2) 
value of 75.682, degrees of freedom of 80, and probability of 0.616, indicating a very 
good fit. Values of the absolute, incremental and parsimony fit indices also showed 
very good fit. The goodness-of-fit index and root mean square error of approximation 
were 0.975 and 0.000, respectively. The incremental fit measures, normed fit index and 
comparative fit index, were 0.975 and 1.000, respectively. The parsimony fit measure, 
adjusted goodness of fit index, was 0.963. All these indices exceeded all the 
recommended values. The modified structural model was considered to be the final 
model because the modification indices did not suggest adding any more paths and all 
the paths were at least significant at p<0.05. 
 
The qualitative phase helped to explain how these significant factors identified in the 
first phase influenced facility-based delivery intention among rural mothers of Ethiopia. 
Table 5.26 presents summary of the results of the quantitative and qualitative phases. 
 















Preference for experienced 
traditional birth attendants; 





Preference for viginal 
delivery; avoid unnecessary 
surgery; delayed recovery 
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Attitude Significant Quality of 
care 
Staff attitude Uncaring staff; preferential 
treatment by staff;  less 
respect for rural women 
Facility 
conditions 
Shortage of medical 
supplies; poor sanitation of 
delivery room; awkward 
delivery positions 
Privacy Feeling of shame; lack of 
clarity about staff role; fear 





Status of mothers-in-law in 
community; mothers-in-law 
child birth experiences; 
support from mothers-in-law 
Avoiding 
conflict 
Husband listens mother's 
advice; fear of divorce; 
sacrifice to save marriage 
Subjective 
Norm 
Significant Conformity Tradition Precticed by majority, not 
wanting to be an exception 




Caring of property, caring of 
remaining children 
Care Share household chores;  








Employment Husband bread winner; 
women not employed; 
women not educated 
Poor couple 
communication 
Wives do not talk with 
husbands; husbands spend 
little time with family 
Husband's 
decision 
Husband decide alone; 
husbands do not attend 
antenatal 




Proximity Delivery facilities far; lack of 
place to stay away from 
home 
Transport Not available; no regular 
transportation; ambulances 
not available; ambulances 
come late 
Road condition Bad road; inaccessible 
during rainy season 










Cost of drugs and other medical 
services; cost of referral 
Cost of family 
support 







Awareness Advice during antenatal care 
visits; household counseling 
by health extension workers; 




Good/bad experiences of 
home delivery; good/bad 












Fear of prolonged labour; 
fear of bleeding 
Fear of death Fear of losing a child; fear of 
dying 





 Sudden onset of labour, 





Wrong estimation of due 
date, poor labour 
management 
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5.4.2     Response efficacy 
As presented in Table 5.26, in the quantitative phase of this study, the path analysis 
results of the full structural model showed that response efficacy explained 18% of the 
variance in intention and had significant and positive effects. The finding suggested 
that, mothers who believed that facility-based delivery would be effective in avoiding 
the threat of pregnancy complications would be more likely to develop positive 
intentions to deliver in a health facility. Conversely, if a mother believed that seeking 
maternity care would not be effective in protecting from the threat of delivery 
complications or possibility of death, she would decide to deliver at home.  
 
The qualitative study showed that mothers response efficacy was shaped by their 
confidence in the outcome. Most mothers believed that when it comes to delivery, 
experience plays more role than qualification. Women showed lack of confidence in the 
qualified, but inexperienced professional staff in health care facilities.  Their previous 
bad experiences with facilities, including being served by inexperienced internship 
doctors, perceived high rate of cesarean-section and wrong estimations of delivery 
dates, coupled with good outcomes of previous home deliveries, shaped their 
perceptions. 
 
Similar findings were observed in other parts of Africa. For instance, in a cross-
sectional study completed in Biharamulo district, Tanzania, the researchers observed 
that the chances of facility-based delivery happening is very high if mothers received 
acceptable quality of care (Mageda & Mmbaga 2015:3). 
 
The other important organising theme is perception about cesarean-section.  There 
was general suspicion prevailing among the study participants that doctors prefer to do 
surgery (cesarean-section) than assist viginal delivery. The perception among most 
women was that doctors perform cesarean-section unnecessarily as means of financial 
gain, even if normal delivery was the right way. Mothers also described the other 
reasons for keeping away from surgery was that it was expensive and takes more time 
to recover. 
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There are some study findings that support this perception of mothers. In a qualitative 
assessment conducted in sierra Leone on barriers of facility-based delivery, Theuring 
et al (2013:3) reported that mothers expressed fear of surgery. Lauer, Betran, Merialdi 
Wojdyla (2010: online) contend that the cesarean-section rate of any population is 
expected to lie within the range of 10-15%.  However, a study conducted in Ethiopia on 
trends of cesarean-section revealed that the rate had increased significantly from 8.5% 
in 1995 to 21.5% in 2010 (Gebremedhin 2014:5). Bayou (2014:156) also reported an 
alarmingly high caesarean section rate in Addis Ababa and recommended serious 
regulation by the government be implemented in order to check commercialisation of 
the service. Similar observations were revealed in Nigeria where, from 2012-2016, the 
incidence of C-section remained high between 19.6% to 24.3% (Isah, Adewole & 
Zaman 2018:15). 
 
In summary, findings from the research suggest that perceived response efficacy 
should be targeted in order to enhance mothers’ intentions. This study revealed that 
mothers had lack of confidence in the outcome of facility-based delivery. Respected 
staff is crucial to promote any health development endavours (Theuring et al 2018:7). 
The caesarean-section rate should also be kept within the recommended range 
(Gebremedhin 2014:5). Besides driving rural woman away from delivery care services, 
medically unjustified caesarean section deliveries may have short-term consequences 
like infection, pain and increased length of hospital stay (Souza, GŰlmezoglu, 
Lumbiganon, Laopaiboon, Carroli, Fawoli & Ruyan 2010: online). 
 
5.4.3     Attitude 
The path analysis results of the full structural model showed that attitude (=0.15, 
p<0.05) explained 15% of the variance in intention and had significant and positive 
effects.  The finding suggested that, mothers with positive views about facility-based 
delivery had favourable tendencies to deliver in a health care facility and than those 
lacking favourable attitudes. Attitude is reported as significant predictor in other health 
related studies. For example, in a study done in Wollaita Sodo, North Western Ethiopia, 
the researchers found that attitude and subjective norms significantly affected intention 
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to use institutional delivery (Lera et al 2017:96). In addition, Khadivzadeh et al 
(2016:661) revealed that attitude positively and significantly affected intention. Shi, 
Ehlers & Warner (2014:5) who used Theory of Planned Behaviour to analyse 
prospective smoking abstinence, reported that attitude explained 78% of the variance 
in intention. Similar findings were also observed by Menozzi, Sogari and Mora 
(2015:7646). 
 
In the qualitative part of the study, the theme “attitude” emerged having of two 
organising themes (quality of care and interpersonal relations) and five basic themes 
that influenced mothers’ attitude towards facility based delivery. These are: facility 
conditions, privacy, staff attitude, respect, and avoiding conflict. 
 
Health care facility conditions, like shortage of medical supplies, poor sanitation, 
uncomfortable bed, awkward delivery positions and referral systems emerged to hugely 
affect attitudes of mothers toward facility-based delivery. Specifically, the awkward 
delivery positions at health facilities were consistently mentioned as significant barriers. 
Mothers’ dislike of delivery positions at health care facilities was aggravated, not only 
by their perception that it is non- customary, but also by its undesirability for forcing 
laboring women to push against gravity. In contrast, the traditional birth attendants 
allowed them to kneel down and push downwards. This showed that health care 
service procedures can be in conflict with ideals about what is expected in the 
community, including choices for delivery positions. 
 
The participants described that health centres had inadequate staff and medical 
supplies. They pointed out that there were no doctors at the health centres that 
provided delivery cares. This was also corroborated by the data obtained from Barak 
district health office. Although the study findings showed that over two-third (66.8%) of 
mothers indicated a doctor as their preferred delivery care service provider, the district 
data showed that there was not even a single doctor in the health centres within the 
entire district. When the medical supplies and human skill are in short supply, women 
would opt to stay at home for delivery even if they were willing.  
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In a research conducted by Jinka et al (2018:15) in Dima district, Southern Ethiopia, 
the qualitative data analysis showed that awkward delivery positions, shortage of 
medical supplies and qualified staff were some of the reasons for women to shy away 
from health facilities. In a separate research conducted in Wolayita zone of Southern 
Ethiopia, the researchers found that cleanliness of facility was and staff competency 
were significant sources of dissatisfaction (Temamo et al 2018:11). 
 
In a facility-based assessment conducted in 32 facilities in Ethiopia employing facility 
audit check list, observation and interviews, the authors found that only 6.3% fulfilled 
all three quality components.  The researchers conclude that quality of care need to 
improve in order to increase the number of births occurring in health facilities (Fisseha, 
Berhane, Worku & Terefe 2017:6). 
 
Women’s description of lack of privacy as a deterrent to facility based delivery are 
notable too. There was total agreement from mothers that lack of privacy was a 
prevalent condition in the majority of health facilities. Mothers felt that their privacy was 
violated during delivery in health facilities. They reflected that many people had access 
to the delivery room and their naked parts were “displayed like a soap in the market”, 
without any cover. They described the feelings of shame as “extreme”. 
 
This view is also supported by research findings across Ethiopia. In a mixed-methods 
study conducted Woldia, Ethiopia, the researchers found that the majority of mothers 
delivered at home because there was no privacy in health facilities (Awoke et al 
2013:22). Lack of privacy was also reported as an impediment to seek delivery care 
services in Bahir Dar, North western Ethiopia (Abeje, Azage and Setegn 2014:7). In a 
separate study conducted by Ayele, Belayihun, Teji and Ayana (2014: Online) in 
Eastern Ethiopia, the researchers observed that mothers’ perception of quality of care 
was greatly shaped by a need for complete privacy.  
 
The decision to deliver at home was further fueled by fears of mistreatment by health 
staff. Inhibiting staff attitude like lack of respect, lack of empathy, and preferential 
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treatments by health facility staff were consistently reported by mothers. In stark 
contrast, traditional birth attendants were described as attentive to needs, soft-spoken, 
caring, and very respectful to their customers. Needless to say, unfavourable staff 
attitude were the focus of many researchers. A recent study conducted in Assosa 
district, Ethiopia, the researchers found that unfavourable staff attitude was a significant 
predictor (Amentie et al 2016:42). In a study conducted in Biharamulo district, 
Tanzania, the researchers found that women who recieved satisfactory care were had 
a higher chance of delivering in a facility (Mageda & Mmbaga 2015:3).  
 
Interpersonal relationships between a mother and individuals closest to a mother can 
influence her decision to seek timely maternity care. Participants described their 
relationships with their husbands’ family both from their respectful experiences on 
delivery and child rearing, and from the perspectives of their influences on the 
marriages itself.  Some mothers reflected that the views of mother-in-laws were 
respected because of their role in taking care of their daughters-in-law and their 
experiences related to child birth. For some, however, following their mothers-in-law’s 
opinions were just a way of avoiding conflicts and saving their marriage from collapse. 
Mothers felt that doing anything against mothers-in-law’s ideas may create conflict or 
may cost their marriage. Thus, delivering at home was a sacrifice they paid to safe their 
marriages, even though it was a high risk option and might have caused their own 
death. 
 
Similarly, White, Dynes, Rubardt, Sissoko and Stephenson (2013:58) observed that if 
mothers-in-law prefer traditional practices, women were unlikely to move against their 
will. In a study conducted in Nepal, the researchers found that family interference had 
significant effect on institutional delivery (Shah, Rehfeuss, Maskey, Fischer, Bhandari, 
& Delius 2015:12). A separate study in Napal similarly indicated that mothers-in-law 
interference is the main reasons for high rate of home delivery (Shah, Rehfuess, 
Paudel, Maskey & Delius 2018: online). 
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Overall, quality of care hugely impacted women on their decisions to utilise health care 
services. The study discloses how women stay at home for delivery just to avoid 
conflicts with their mothers-in-law and to save their marriage from collapse.  
 
5.4.4     Subjective norm 
 According to Glanz, Rimmer & Viswanath (2008:67), “subjective norm is the belief 
about whether most people approve or disapprove of the behaviour”. The mean score 
of subjective norm is 2.72 (SD 1.01), and 52.7% of the respondents scored below the 
cut-off point of 3.0, indicating an overall disapproval of facility based-delivery. The SEM 
analysis revealed that subjective norm (=0.21, p<0.001) explained 21% of the 
variance in intention and had significant and positive effects.  The results also showed 
that subjective norm is a stronger predictor of intention than attitude (=0.15, p<0.05).   
 
Comparable findings were reported by other studies too. In Wollaita Sodo, Ethiopia, 
subjective norms were reported to significantly affect intention to use institutional 
delivery (Lera et al 2017:96). However, the results of the study were inconsistent with 
other findings. For example, a research conducted by Higuchi, Davalds and Hernani-
Merino (2017:206) on fish consumption in Lima showed that attitude was stronger than 
subjective norm in predicting intention. A separate study by Shi et al (2014:5) 
conducted on preoperative smoking abstinence reported that attitude was stronger 
than subjective norm in predicting intention.  
 
The qualitative study helped explain the reasons. The thematic network for the global 
theme “subjective norm” is composed of three organizing themes - conformity, ritual, 
and support.  
 
Mothers described that, other than government employees residing in the community, 
there were very few people who accepted and practiced facility based delivery. The 
values of social and customary preferences were significant to the participants. Home 
delivery was described as traditionally important and widely practiced. Mothers-in-law 
were particularly singled-out as the gate keepers of delivery norms. The desire to 
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comply with mothers-in-law’s expectations of place of delivery was a strong motivator 
of behaviour. Mothers were under social pressure to conform.  A study conducted in 
Ghana showed that, pregnant women who had the believe that many women in their 
areas deliver in health institution, had a higher chance of delivering their babies in 
health centres (Spiezer, Story & Singh 2014:6).  
 
Other than ensuring conformity, delivering at home would also help mothers to ensure 
required rituals are performed as well as obtain the necessary support from relatives 
and friends. Mothers described their choice to have someone they rely on during the 
time of delivery. At home, there were lot of people around to take care of the mother 
and the baby. In addition to preparing food for the mother, the relatives and neighbours 
did household chores and attended to the baby so that the mother got enough sleep 
and rest. At health facility, rural women relay on a support person to carry food and 
different other things they may require during their stay. Finding a support person and 
the cost associated with it can be difficult (Crissman et al 2011:161). Participants 
particularly emphasised unavailability someone at their side during child birth in health 
care institutions as a big challenge. Other findings substantiate the importance of family 
support and care during delivery might dwarf reasoning to deliver in health institutions 
for the majority of pregnant mothers. For instance, Theuring et al (2018:5) observed 
that Sera Leonean women were not allowed to bring accompanying person to the 
health facility and felt unattended and left alone, and caused discomfort to choose 
health facilities regardless of their understanding that it is the best option. Besides, the 
mother would also be able to manage her home properly.  
 
Mothers also emphasised the importance of performing traditional rituals such as 
spraying tsebel by religious fathers to cleanse the mother and the marka custom where 
women come together and eat a thick porridge in a kind of thanks-giving ceremony. 
Such rituals would be delayed or missed at all if the woman delivers in a health facility. 
 
Overall, the finding indicates subjective norm as a strong construct in predicting 
intention. The results also revealed that, even when women are facing risks, they still 
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continue to stay at home to deliver to fulfil traditionally accepted rituals. Other than 
ensuring conformity, delivering at home would also help mothers to ensure support 
from people around to take care of the mother and the baby. 
 
5.4.5     Perceived behavioural control 
This construct is defined by Ajzen (2002: online) as “an evaluation of whether it will be 
easy or difficult to carry out the behaviour”. Perceived behavioural control accounts for 
individual’s behaviour in conditions where people had limited power over the practice 
(Armitage & Conner 2001:471). According to Ajzen (Ajzen 2002: online). By and large, 
most behaviours are rarely under complete volitional control.   
 
5.4.5.1   Effect of perceived behavioural control on Intention 
The path analysis results demonstrated that PBC has a motivational effect on 
behavioural intentions. Perceived behavioural control (=0.25, p<0.001) explained 
25% of the variance in intention and had significant and positive effects.  
 
The qualitative data gave insight of the contributing factors that influence mothers’ 
perceived control of using health facilities for delivery. Access to service, financial 
barrier and decision making power were the themes identified from the interviews.  
 
Road conditions and existence of cost effective transportation influenced the decision 
on place of delivery (Ruktanochai, Ruktanochai, Nove, Lopes, Pezzulo, Bosco, 
Alegana, Burgert, Ayiko, Charles, Lambert, Msechu, Kathini, Matthews & Tatem 
2016:12). This was echoed by participants during the in-depth interviews who reported 
that walking distances, shortage of transportation, transport expenses and inaccessible 
roads created obstacles for pregnant women.  According to the WHO and UNICEF 
(2014:25), “all pregnant women should be able to access any health facility with in thirty 
minutes”. In the study area, 80% of the respondents lived six or more kilometers away 
from the nearest delivery care facility. In addition to physical distance, bad road 
conditions and poor mobile network made the already scarce ambulance services more 
inaccessible. In contrast, traditional birth attendants were more accessible since they 
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reside in the same locality as pregnant women. Other studies also reported comparable 
observations. Adinew et al (2018:3) reported lack of transportation in Ethiopia as a 
crucial limitation. A separate study conducted by Kebede et al (2016:463) similarly 
contend that long distance was a deterrent to institutional delivery. Likewise, in two 
studies conducted in the Dangila and Dejen districts in North-Western Ethiopia, 
distance from the health care facilities were reported as major limiting factor (Demilew 
et al 2016:15; Desta, Getaneh, Yeneabat, Sharew, Animaw & Tsegaw 2017:49) 
 
Facility based maternal health services are theoretically cost-free in the country. 
However, indirect costs were restraining mothers regardless, constraining them to stay 
at home. Women described that costs of drugs, travel expenses, and payments related 
to supporting person were restraining them from delivering in health facilities. The 
present study found out unaffordable expenses still pose difficulties even after the 
Ethiopian government has removed costs related to maternity services and made 
facility-based child birth free in rural areas. While the transportation expenses are fairly 
obvious, more consideration has not been given to the costs related to drugs and 
supplies that women are required to buy outside the health facilities and the costs 
related to a support person at the health facility. Several studies confirm these findings. 
Adinew et al (2018:3) witnessed that financial constraints were reported to be crucial 
barriers. A similar study in Myanmar observed that the indirect costs of institutional 
delivery were preventing mothers from accessing delivery care (Sheehy, Aung & Foster 
2016:858). Likewise, Crissman et al (2013:21) found that, although facility fees are 
waived by the Ghanaian government, financial hardships still drive women away from 
health institutions. 
 
Capacity to make own decisions a core themes arose from the interviews. The findings 
showed that the power to decide where the child should be delivered lies with the 
husband. Other researchers reported similar findings. In a study conducted in Dejen 
district in Ethiopia on determinants of institutional delivery, the researchers found that 
husband preference of home delivery had significant effect on accessing institutional 
delivery (Desta et al 2017:50). In Nepal, the researchers found that husband’s 
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favaourable decision making had significant effect on place of delivery (Shah et al 
2015:12). 
 
Poor couple communication is an important factor that was identified from the second 
phase of the study. The hierarchical beliefs in the society provided men to assume a 
superior position in decision making and women are just expected to comply to their 
spouses’ decision whatever the outcome would be (Spiezer et al 2014:10). In this 
study, women reflected that their husband decided on all issues related to the house 
hold without consulting them.  Women reflected that mothers often did not 
communicate well with their husbands and   emphasised the benefits of discussing and 
deciding together when it comes to place of delivery. Researchers like Story and 
Burgard (2012:2403) contended that joint decision together among married couples 
may yield better health results and proved higher level of autonomy for women than 
the husband making the decision alone. In Bako district, Ethiopia, joint decision making 
was one of the significant determinants that enhanced institutional delivery (Ejeta & 
Nigusse 2017:36). In a separate study conducted by Assefa et al (2018:1-6) in Awash 
Fentale district in Eastern Ethiopia, the quantitative data showed that the lihelihood of 
women whose husbands involved in joint decisions of delivery places were high as 
compared to those whose husbands decide alone (Assefa et al 2018: online). 
 
An aspect identified as part of couple communication was the importance of joint visit 
of ANC services by couples. Women strongly argued that, since most husbands never 
accompanied their wives during ANC visits, they were deprived of the opportunity to 
understand delivery related complications. Separate studies conducted in Ethiopia by 
Dejene and Hailemariam (2015: online) and Kidanu, Degu and Tiruye (2017:7) 
demonstrated that women whose husbands never showed up for antenatal care 
services, shy away from utilising health care services. 
 
The findings similarly indicated that one of the barriers to women empowerment was 
identified as unemployment. In most rural households, women were unemployed. The 
husband is considered as the sole provider of the household. Although the women are 
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unemployed, they engage in cooking, cleaning and all household management. Their 
work they do, even if not compensated in monetary form, supports the cost of care that 
helps the families to strive, yet it is rarely recognized as “work” (The United Nations 
Entity for Gender Equality and the Empowerment of Women (UN Women) 2018: 8). 
When women are not involved in income-generating activities, they are more likely to 
delay in deciding and less likely to utilise delivery care services, and conversely, higher 
level of autonomy in women positively and strongly prompts use of maternal health 
services (Adhikari 2016:4). 
 
5.4.5.2   Effect of perceived behavioural control on behaviour 
Overall, in consistent with the proposed model, perceived behavioural control 
significantly enhanced the predictions of intentions. Other than the direct effect of 
intentions on behaviour, there is also the possibility that “perceived behavioural control 
may have a direct influence on behaviour” (Ajzen 2002:665). This study, however, did 
not find the the impact of perceived behavioural control on behaviour. The path analysis 
reports showed that the impact of perceived behavioural control on delivery care 
seeking behaviour was non-significant. This is line with Ajzen (2002:665) suggestion 
that, in behaviours whose performance rely on contextual factors, perceived 
behavioural control would not directly affect behaviour, but rather significantly improve 
motivations (Ajzen 2002:665; Kiriakidis 2015:47).  
 
5.4.6     Perceived vulnerability and perceived severity 
Participants unanimously expressed their vulnerability to getting delivery related 
complications. Similarly, regardless of their place of delivery, all participants showed 
unanimity on the level of severity related to delivery related complications. 
 
These high perceptions of vulnerability and severity were credited to the high risk 
perceptions of women to threats of delivery as a result of the health promotion activities 
conducted by community-based health extension workers. 
 
 175  
 
Statistically, though, vulnerability and severity did not have impact on maternal 
intention. This may imply that mothers did not relate vulnerability and severity to their 
intention, which in turn, did not significantly influence their place of delivery.  
 
Although women were gripped by fear of debilitating illness, concerns of losing a child 
and frightened of losing their own lives, it was less important in their decision making 
processes of place of delivery. Many women factored in their husband’s power to 
decide when contemplating place of delivery for their children. It was the husbands’ 
favourable or unfavourable positions that ultimately decided the women’s place of 
delivery. Comparable findings were also observed in other health related researches. 
In a study conducted on adolescent protection motivation and smoking behaviour in 
Germany, Thrul, Stemmler, Kuntsche, and Buhler (2015:150), found that the predictive 
validity of severity and vulnerability was not significant. In a study conducted to identify 
whether the Protection Motivation Theory can predict sedentary volitional and non-
volitional activities, Wong (2015: online) reported that neither perceived vulnerability 
nor perceived severity exhibited significant association with intention, contrary to 
previous findings. In a different study on waste management practices, Janmaimool 
(2017:12) reported that the two variables did not show noteworthy impact. 
 
5.4.7     Intention 
Intention refers to “individual’s decision to perform behaviour and is a function of 
attitude, subjective norm and perceived behavioural control” (Ajzen & Fishbein 
1980:41). The mean score of intention is 3.01 (SD 0.96), and 54.8% of the respondents 
scored above the threshold value of 3.0, showing that the majority of women were 
intending to deliver in a maternity clinic. This proportion differs from other research 
findings. For instance, Dida et al (2014:291) reported that, among the women attended 
antenatal care services in West Shoa, Ethiopia, 68.9% had the intention to deliver in 
maternity ward. In the contrary, a separate study conducted by Kahsay, Hiluf, Shamie, 
Tadesse, and Bazzano (2019:5) found that, only 30.3% indicated the intention to use 
health facility. 
 
 176  
 
The study results revealed that there was a correlation of 0.5 between intention and 
behaviour. This value is comparable or better than the average 0.45 correlation 
obtained from the meta-analysis of studies in many behavioural domains (see Armitage 
& Conner 2001:471; Randall & Wolff 1994:405; and Sheppard, Hartwick & Warshaw 
1988:325). The path analysis results of the structural model also showed that the 
variance explained by intention was 24%. The relationship between intention and 
behaviour wa significant and positive (=0.45, p<0.001).   
 
The findings suggested that, mothers with strong intentions were more likely to deliver 
in health care institutions. The results corroborate with many other studies on a large 
range of topics that showed intention as the proximal determinant of behaviour (Ajzen 
1991:182). Higuchi et al (2017:202), in their study on fish consumption in Lima, 
reported intention as a substantive determinant of fish eating behaviour. In a separate 
study, Jalali et al (2014:452) revealed that intention to prevent urinary infection was a 
significantly influenced behaviour.  
 
The findings also revealed that, although the full structural model explained 35% of the 
variance in intention, intention explained only 24% of the variance in delivery care 
seeking behaviour. Such findings are in accord with Ajzen (1985:18) who argues that, 
there may not be a linear relationship between intention and behaviour. The author also 
contends that, a weakening of intention-behaviour relationship could be expected, 
since unanticipated and unforeseeable circumstances could potentially lead someone 
to unintended practice.  
 
As depicted in Table 5.27, the cross tabulation between intention and place of delivery 
shows that, of the 213 respondents who had the intention to deliver in health facility, 
only 49.77% (n=106) succeeded in fulfilling their intentions. The remaining 50.23% 
(n=107) stayed in their homes for delivery. Similarly, of those who intended to deliver 
at home, 25% (n=44) ended up in delivering in a health facility 
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Table 5.27: Cross tabulation between intention and place of delivery 
 
 
Sudden onset of labour and complicated delivery are some of the unanticipated life 
phenomena women do not have control (Adinew et al 2018: online). In the qualitative 
part of this study, one participant reflected that she delivered at home because the 
doctor advised them to go back home because “the baby was not yet ready”. Another 
woman reported of home delivery because of wrong estimation of her due date. There 
are studies with comparable results. A study in North Western Ethiopia on utilisation of 
institutional delivery reported that 44.2% of the respondents mentioned delivery 
complication as a reason for delivering in a maternity ward although their intentions 
were to deliver at home (Ahmed et al 2018:406).  
 
Similarly, in this study, a mother revealed that she delivered at a health facility against 
her intention because of unexpected pregnancy complications. On the contrary, some 
women reported having delivered at home due to unanticipated circumstances 
although their intentions were to deliver in a health care facility. For instance, in a 
research done in Hawassa, Southern Ethiopia, by Kaba et al (2015:8) learnt that 
women hold heavy doubts about the competency of delivery care professionals and 
blamed providers for failing to tell them the exact date of delivery. Similarly, in the 
qualitative part of this study, one participant reflected that she delivered at home 
because the doctor advised them to go back home because “the baby was not yet 
ready”. Another woman reported of home delivery because of wrong estimation of her 
due date by the health professionals.  
 
The findings suggested that, if facility level services are improved, and with advance 
preparations by pregnant mothers, intention could be a good predictor of actual delivery 
care seeking behaviour. 
 
Health facility Home Total
Intention to deliver at home 44 132 176
Intention to deliver in a health facility 106 107 213
Total 150 239 389
Place of delivery
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5.5   CONCLUSION 
This study proposed an integrated conceptual model to identify critical factors affecting 
women’s intention and behaviour related to facility-based delivery. In this chapter, the 
quantitative and the qualitative data were presented and then integrated to highlight 
the significant factors influencing mothers’ delivery care seeking behaviour. The 
quantitative analysis identified the significant factors affecting delivery care seeking 
behaviour. The qualitative explained how the significant factors identified in the 
quantitative phase influenced facility-based delivery among rural mothers of Ethiopia. 
Mothers response efficacy was shaped by their confidence in the outcome and the 
general suspicion among the respondents that doctors prefer to do C-section than 
assist viginal delivery. Mothers attitude is a reflection of quality of care and 
interpersonal relations with family members. Mather’s subjective norm is governed by 
their willingness to conform and availability of support during delivery. While mothers 
perceived behavioural control is a function of access to services, decision making 
power, and financial barriers 
 
Chapter 6 presents the framework formulated for promoting delivery care seeking 
behaviour among women living in rural Ethiopia. 
  




6.1        INTRODUCTION 
The framework for promoting delivery care seeking behaviour among women living in 
rural Ethiopia is presented and described in thhis section. The conceptual model and 
the findings from the study provided the insight in developing the framework for 
devising health promotion interventions to improve facility-based delivery care seeking 
behaviour in rural Ethiopia.  
 
It is also acknowledged that, due to the complexity of delivery care seeking behaviour, 
the framework may not provide the exclusive variables that are essential in improving 
care seeking practices. 
 
6.2       PURPOSE OF THE FRAMEWORK 
Health promotion practitioners are expected to benefit from the framework as it would 
help them in designing and implementing health promotion interventions to improve 
facility-based delivery among mothers living in rural Ethiopia. 
 
6.3        ELEMENTS OF THE FRAMEWORK 
As indicated by Sudsawad (2007:6), using a framework is essential to illustrate the 
concepts identified in the study with a hope that the components of the framework can 
be practically utilised by practitioners when promoting health behaviours. Angeles, 
Dolovich, Kaczorowski and Thabane (2014:100) contend that there are limited studies 
that guide framework development. The authors also presented a flexible guide for 
developing a framework systematically, including:  
 selecting existing theoretical models and identifying the important variables; 
 postulating the health promotion mechanisms; and 
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6.4.1   Selecting theoretical models 
The study utilised an integrated conceptual model derived from two theories (the 
Protection Motivation Theory and the Theory of Planned Behaviour) to identify critical 
characteristics affecting pregnant women’s intention and behaviour towards facility 
based delivery. Figure 6.1 displays the summary of the path analysis results of the 
study. 
 
In the current study behaviour refers to place of delivery, while intention is a pregnant 
woman’s motivation to deliver (or not to deliver) in a health care facility. Response 
efficacy refers to the belief that seeking delivery care from a health facility will actually 
avoid illness and death from pregnancy complications while attitude shows the level of 
favourable or unfavourable assessment of seeking delivery care from a health facility. 
Subjective norm denotes to the level of social pressure a woman is under to seek 
delivery care from a health institution. Perceived behavioural control indicates the level 






Figure 6.1:  Summary of the path analysis results 
 
 
The quantitative phase of the study showed that response efficacy, attitude, subjective 
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intention, and intention had significant and positive effects on behaviour. The qualitative 
data helped to explain how the significant factors identified in the quantitative phase 
influenced facility-based delivery among rural mothers of Ethiopia. Mothers response 
efficacy was shaped by their confidence in the outcome and the general suspicion 
among the respondents was that doctors prefer to do caesarean-section than assist 
vaginal delivery. Mothers attitude is a reflection of quality of care and interpersonal 
relations with family members. Mother’s subjective norm is governed by their 
willingness to conform and an availability of support during delivery. While mothers 
perceived behavioural control is a function of access to services, decision making 
power, and financial constraints. 
 
6.4.2      Postulated health mechanisms for promoting facility-based delivery care 
seeking behaviour 
The postulated mechanisms for promoting facility-based delivery care seeking 
behaviour are presented below. 
 
6.4.2.1   Targeting response efficacy 
Response efficacy is the belief regarding whether the recommended preventive 
response (in this case, health facility delivery) would be effective in avoiding the threat 
of pregnancy complications. The study revealed that the socio-demographic factor that 
shapes mothers’ response efficacy is their level of confidence in the outcomes of home 
or facility-based delivery.  
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  Provide counselling to 
women during antenatal 
care visits on the risks 
posed by home delivery  
  Increased risk 






 -Intention to 
deliver in a 
health care 
facility 
  Assign qualified, 
experienced and trusted 
delivery care providers at 
facility level 









  Promote caesarean 
section as life-saving 
medical intervention            
  Improved 
awareness of 
caesarean section
  Counsel women about 
the procedures and 
outcomes of caesarean 
section 
  Women make 
informed decisions 
on their mode of 
delivery 
  Regulation to check 
commercialisation of 
caesarean section service






As shown in Table 6.1, one of the cognitive factors that impedes seeking delivery care 
is low perceived response efficacy. The identified barriers that led to such a condition 
were lack of trust in competency of health care professionals and their negative 
perception about caesarean-section. Mothers exhibited more trust in experienced 
traditional birth attendants and showed low confidence in the outcome of facility-based 
delivery.  
 
Study participants indicted doctors as their preferred delivery care service provider and 
pointed out that there were no doctors at the health centres that provide delivery 
services. When the human power is not existing, women will tend to seek the services 
of skilled birth attendants. Respected staff are decisive for building confidence among 
women. The government has to ensure that qualified and trusted staff are assigned in 
rural areas in order to develop positive perceptions and improve confidence among 
rural women. In addition, providing counselling to women during antenatal care visits 
about the risks posed by home delivery would enhance confidence in women. 
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The views of women on cesarean section in this study demonstrated women’s dislike 
of cesarean section and their preference for viginal delivery. The general suspicion was 
that doctors prefer to do unnecessary surgery as means of getting more money, even 
if normal delivery was the right way. Evidence also indicate that that there is unjustified 
utilisation of the procedure in Ethiopia beyond the recommended rate 10-15%.  The 
cesarean section application should be maintained within the acceptable percentage 
through executing a directive in order to check commercialisation of the service. The 
C-section should also be promoted through health extension workers as an important 
medical intervention to save the lives of delivering women and infants. 
 
6.4.2.2   Creating positive attitudes toward facility-based delivery 
Attitude is the judgments that mothers make. The findings from the study showed that 
the socio-demographic factor that affect mothers’ attitudes are quality of care and 
interpersonal relationships. 
 
Table 6.2 presents the postulated health promotion mechanisms to create positive 
attitudes toward facility-based delivery in order to increase rural mothers’ intentions to 
deliver in a health facility.   
 





















  Training to improve 
inhibiting staff attitude to 
ensure respect, empathy, 
and equal treatment of 
clients







 -Intention to 
deliver in a 
health care 
facility 
  Equal treatment of 
clients
  Maintain sanitation 
standards of delivery 
rooms
  Improved facility 
conditions
  Ensure availability of 
medical supplies
  Respect sociocultural 
traditions that are 
important to women
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  Allow rural women the 
option of choosing 
delivery positions
  Maintain privacy in 
delivery rooms
  Delivery rooms 
more respectful to 
privacy  Clarify staff role to 
delivering women












  Work with mothers-in-
law in community groups 
to get their collective buy-
in 




  Counsel families on the 
disadvantages of staying 
at home for delivery to 
gain family support for 
expectant mothers
  Family buy-in
 
 
As shown in Table 6.2, having a negative attitude is one of the cognitive factors that 
inhibits women from accessing facility-based delivery. The identified barriers that led 
to such a condition are poor quality of delivery care services and establishing of good 
relationships with husband’s relatives which are given priority over mothers’ delivery 
outcomes. 
 
The main factors that impact women intention to utilise delivery care services include 
inhibiting staff attitude, poor facility conditions and violation of privacy in delivery rooms. 
Women reported a number of negative experiences related to inhibiting staff attitude. 
Uncaring staff, preferential treatment by health workers, and low level of respect for 
rural women influenced mothers’ attitude towards facility based delivery. A poor staff 
attitude forces women to shy away from health service providers. Therefor the health 
care system should be accountable to address such bad treatments and should provide 
trainings to health care staff to make them more sympathetic, humble, and helpful. 
 
This study found that the institutions themselves can be obstacles for maternal health 
care.  If women have bad experiences about scarcity of medical supplies or sanitation 
of the delivery wards, they would more likely stay at home for delivery. It is imperative 
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guaranteeing that sanitation of delivery rooms is sustained and medical supplies are 
availed. 
 
Mothers’ disliked delivery positions at health facilities because they perceived it as non-
customary and forced labouring women to push against gravity. Procedures 
considered normal at health facilities were, thus, considered disgusting to women. This 
showed that there are important traditions that women would like to respect and 
perform. These traditions were not recognised by the health system. With the aim of 
creating motivation, allowing rural women to choose their preferred delivery position 
need to be incorporated into facility based delivery care packages.  
 
Women reported that their privacy was violated in health facility delivery rooms and 
preferred the privacy that a home delivery provided. When the privacy of women is not 
respected, they will defy the health care facilities. Maternity services need to be made 
more respectful to privacy of women to save lives of children and women.  
 
The findings also revealed that interpersonal relationships between a mother and 
individuals closest to a mother can influence her attitude towards facility-based 
delivery. Mothers-in-law are considered the gatekeepers of community norms. Their 
views are respected because of their role in taking care of their daughters-in-laws and 
their experiences related to child birth. They also have huge influences on the views of 
their sons (husbands) and the fate of their son’s marriage. The desire to comply with 
mothers-in-law’s expectations of place of delivery is a strong motivator for mothers to 
deliver at home, even though it is a high risk option.  Given this, one approach to 
ultimately increasing facility-based delivery is to work with mothers-in-law in community 
groups to get their collective buy-in. 
 
6.4.2.3   Changing subjective norm 
Subjective norm is the perception if or not most community members accept or do not 
accept a specific health action (in this case facility-based delivery). Table 6.3 shows 
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the postulated health promotion mechanisms to change subjective norm in order to 
increase rural mothers’ intentions.   
 





















 Community level 
dialogues with respect 
to facility-based delivery 
issues to encourage 
group conformity. 
  Complying with 
facility-based 




 -Intention to 
deliver in a 
health care 
facility 
  Task influential 
people in the community 
who are capable of 
shaping the opinions of 
others to champion 
facility-based delivery 
compliance
  Make maternity 
services more culturally 
relevant
  Mothers allowed  
to perform selected 
traditional and 
religious rituals at 
health facilities







  Allow support person 
into maternity ward 
  Accompanying 
person allowed into 
delivery ward to 
provide care to the 
mother, attend to the 
new baby, bring 
them food, clothing 
and other items
  Household level 
counselling in order to 
help expectant mothers 
and their families plan 
ahead and assign 
trusted person to take 
care of children and 
property 
  Families plan 
ahead and assign 
trusted person to 
take care of children 
and property 
 
As shown in Table 6.3, one of the cognitive factors that impedes women from seeking 
delivery care services is unfavourable subjective norms. The identified barriers that led 
to such a condition were social pressure to conform to the existing social norms and 
the need for support person at home and in the delivery ward. The existing social norm 
conditions, as evidenced by the study findings, are that women prioritise conformity to 
norms and they intend to stay at home for delivery. Home delivery is described as 
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traditionally accepted and widely practiced in rural Ethiopia. The study showed that 
mothers may not always consider issues only from the perspectives of medical 
benefits, but also from the perspectives of what is customarily proper. The values of 
traditional preferences put mothers under social pressure to conform. Inter-family 
(community level) dialogues with respect to facility-based delivery issues may serve to 
encourage group conformity with requirements. Mothers tend to use maternity services 
when they know that complying with facility-based delivery benefits all. Influential 
people in the community who are capable of shaping the opinions of others could also 
be tasked to champion the cause of facility-based delivery compliance.  
 
Other than ensuring conformity, delivering at home would also help mothers to ensure 
required rituals are performed. Making the maternity services more culturally relevant 
would help improve its acceptability. Allowing mothers to perform important traditional 
and religious rituals at health facilities may also encourage mothers. 
 
Home delivery would also help mothers to manage their homes closely – this includes 
ensuring safety of the remaining children at home and taking care of the household 
properties. Household level counselling by health extension workers in order to help 
expectant mothers and their families plan ahead and assign trusted person to take care 
of children and property would help alleviate concerns in this area. 
 
The study identified that not having an accompanying person as restrictive for rural 
women. Rural women depend on a support person to provide care to the mother and 
attend to the new baby. Allowing rural women to have a support person during delivery 
could prove a worthwhile decision to improve facility-based delivery. 
 
6.4.2.4   Enhancing perceived behavioural control 
Perceived behavioural control is an evaluation of whether it will be easy or difficult to 
carry out the behaviour (in this case delivering in a health care facility). Table 6.4 shows 
the postulated health promotion mechanisms to enhance perceived behavioural 
control. 
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  Promote women's 
equitable access to 
household assets







 -Intention to 
deliver in a 
health care 
facility 
  Improve employment 
opportunities for women
  Equal access to 
family assets
  Conduct 
communication 
campaigns to transmit 
positive messages about 
the value of unpaid 
household works 
  Women’s  unpaid 
work recognized
  Household level 
counselling focusing on 
communication skills to 
encourage intra-family 
dialogues 
  Improved intra-
family dialogues 
  House hold counselling 
on the importance of joint 
decision-making
  Improved joint 
decision-making
  Encourage husbands to 
accompany their wives 
duringantenatal care visits
  Husbands attend 
antenatal care visits
  Targeting rural men 
through public education 
campaigns 
  
  Engage religious 
leaders in behaviour 
change campaigns to 
encourage husbands to 








  Avail delivery care 
services closer to the 
community 




  Ensure ambulance 
services to remote areas
  Ambulance 
services availed 
continuously and 
widely in rural areas
  Improve road 
accessibility
  Accessible roads 
(including during 
rainy season)
  Improve mobile 
networks 




  Increase availability of 
delivery care services 
closer to the community
  Cost of transport 
minimised
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  Ensure availability of 
medical supplies and 
drugs in health facilities at 
low or no cost
  Cost of medical 
supplies minimised
  Promote the 
establishment of “saving 
and credit scheme” for 
pregnant women to 
mitigate unexpected 
expenses associated with 
facility-based care 
  Cost of family 
support mitigated
 
As shown in Table 6.4, low perceived behavioural control is a major cognitive factor 
that inhibits women from accessing facility-based delivery. The identified barriers are 
that women are powerless to exercise their free will in choosing place of delivery, 
inadequate access and unaffordability of medical care.  
 
The findings illustrated that lack of capacity forced women into a state of dependency 
on the men, making women powerless to exercise their free will in matters of delivery 
decision making. Husbands were labelled as obstructing women from getting facility 
based delivery. A higher level of autonomy in women prompts use of medical services. 
To advance use of maternity services, women must have more equitable access to 
assets and employment opportunities must be improved. In addition, conducting 
communication campaigns to transmit positive messages about the value of unpaid 
household works and the real and potential contributions of rural women to their 
families would help in increasing recognition of women’s vast unpaid work. 
 
The study findings showed that mothers often did not communicate well with their 
husbands. Traditional values enforce women to shy away from talking to their 
husbands. Poor couple communication limits discussion with husbands on health and 
other important issues.  To effect change in such circumstances, social norms would 
need to be addressed that make it acceptable to have a conversation with one’s 
husbands on place of delivery. Household level counselling focusing on intra-family 
communication skills may serve to encourage intra-family dialogues and improve 
couple communication and joint decision-making. 
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Besides most husbands never accompanied their wives during ANC visits which 
deprived them of the opportunity to understand delivery related complications. 
Husbands role is very essential in pregnant women’s utilisation of delivery care 
services. Targeting rural men through public education campaigns to enhance their 
knowledge of maternity care, including delivery problems and risks linked with it. In 
addition, engaging religious leaders in encouraging husbands to utilise delivery care 
services for their wives. 
 
Distance to facilities, unavailability and unaffordability of transportation, and poor 
mobile networks were among the strongest barriers identified in the study. Avail 
delivery care services closer to the community, improve mobile networks and ensure 
availability mobile networks should be part of the promotion strategy.  
 
The study identified that financial costs as critical impediments. Even though official 
charges were removed in government facilities in rural Ethiopia, there were other fees 
that create major barriers to women. These include transport expenses, and meal and 
accommodation costs for family members who provided care in health facility. In the 
long term, ensuring availability of delivery care services closer to the community is the 
way forward. In the short term, however, promoting the establishment of “saving and 
credit scheme” for pregnant women to mitigate unexpected expenses associated with 
facility-based care is worth consideration. 
 
6.4.2.5   Realising women’s intentions 
Intention is the motivation required to accomplish the target action (in this case 
delivering in a health facility). Table 6.5 shows the postulated health promotion 
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did not have 
control over  
  Counsel families during 




plan in order to mitigate 
unexpected labour and 
delivery complications



















  Improve facility level 
services by enhancing 
staff competency
  Enhanced staff 
competencies in 
estimating due dates 
and better labour 
management
 
As shown in Table 6.4, women are unable to realise their intentions to deliver in 
maternity wards. As evidenced by the findings, unanticipated circumstances led women 
to unintended place of delivery. Medical reasons beyond women’s ability were 
noteworthy in keeping women away from realizing their intentions. Some women 
reported that they delivered at home either because they were sent back home when 
they appeared at health facilities during labour because of the assumption that the 
cervix was not yet dilated or because of wrong estimation of due dates by health care 
professionals. Similarly, sudden onset of labour was among uncontrolled situations 
women did not have means to avoid. Improving facility level services, including 
enhancing providers’ competencies in estimating due dates and labour management, 
and counselling families during antenatal care visits to develop pregnancy 
preparedness and complication readiness plan in order to mitigate unexpected labour 
and delivery complications, would help mothers realize their intention of delivering in a 
health facility. 
 
6.4.3     Scripting the framework  
Based on the postulated mechanisms for promoting facility-based delivery care seeking 
behaviour described under section 6.4, the health promotion framework could be 
constructed. As depicted in Figure 6.2, it is chosen to present the framework as visual 
display. The study finding show that, only 38.6% mothers delivered in health care 
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facilities while the majority of them (61.4%) opted to stay at home for delivery, 
confirming the problematic practice of home delivery is still going on.  Two levels of 
barriers are identified that led to such undesirable outomes – cognitive level barriers 
and intention level barriers. Correspondingly, the health promotion framework is 
designed to focus on two levels of involvement. The first level is concerned with health 
promotion at cognition levels while the second level comprises health promotion at the 
intention level.  
 
 
Figure 6.2:  Simplified framework3 for promoting delivery care seeking behaviour 
                                                          
3 The complete framework for promoting delivery care seeking behaviour is presented under Annexiture O 















INTENTION TO DELIVER IN HEALTH CARE FACILTY
HEALTH PROMOTION AT 
INTENTION LEVEL
MAJORITY OF RURAL WOMEN DO NOT DRLIVER IN HEALTH CARE FACILITIES
BARRIERS TO REALISE 
INTENTIONS
Low perceived response 
efficacy of facility-based 
delivery
Negative attitudes toward 
facility-based delivery
Unfavourable  subjective 
norms
Low perceived 
behavioural control on 
facility-based delivery
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6.4.3.1   Health promotion at cognition level  
The cognition level barriers identified are (1) low perceived response efficacy of facility-
based delivery caused by lack of trust in competency of health care professionals  and 
negative perceptions about caesarean-section, (2) negative attitudes because of 
inferior quality of services, the priority given to the relationships with husbands’ relatives  
than women’s delivery outcomes, (3) unfavourable  subjective norms as a result of 
conformity to existing social norms and the need for support person at home and in the 
delivery ward, and (4) low perceived behavioural control on facility-based delivery 
because of lack of decision making power, lack of health care access and financial 
constraints. 
 
To boost the low level of perceived response efficacy, women need to be counselled 
during antenatal care visits about due dates and risks staying at home for delivery and 
the benefits of health care delivery, assign qualified and trusted delivery care providers, 
promote caesarean section as life-saving medical intervention and establish regulatory 
mechanisms to contain commercialisation of caesarean section services. Implementing 
the aforementioned health promotion activities may lead to the mediating outcomes of 
increased trust in competency of delivery care providers, improved awareness of 
caesarean section, informed decisions by women about their preferred mode of 
delivery and reduced medically unjustified caesarean section deliveries; which in turn 
lead to the postulated outcome of improved perceived response efficacy.  
 
To change negative attitudes toward facility-based delivery, health promotion activities 
include training of staff to improve inhibiting attitudes, maintaining sanitation standards 
of delivery rooms, ensuring availabilities of medical supplies, respecting sociocultural 
traditions that are important to women, allowing rural women to choose their preferred 
delivery position, maintaining privacy, creating accountability mechanisms for violation 
of privacy, and working with mothers-in-law in community groups to get their collective 
buy-in. These health promotion activities may lead to the mediating outcomes of caring 
and respectful staff, equal treatment of clients, improved facility conditions, more 
privacy in the delivery rooms and family buy-in on facility based delivery, which in turn 
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would lead to the postulated outcome of positive attitudes toward facility-based 
delivery. 
 
To tackle the unfavourable subjective norms, community level dialogues to encourage 
group conformity is important. Similarly, making delivery services more culturally 
appropriate, allowing accompanying person into delivery ward and counselling to help 
families plan ahead and assign trusted person to take care of children and property. 
These health promotion activities are expected to lead to the mediating out comes of 
facility-based delivery becoming a norm, mothers allowed to perform important 
traditional and religious rituals in health facilities, accompanying person allowed into 
delivery ward to provide care to the mother and that families lanning ahead and assign 
trusted person to take care of children and property; which in turn lead to favourable 
subjective norms. 
 
To improve the low level of perceived behavioural control, the health promotion 
activities may include  ensuring women's equitable access to assets and employment, 
encouraging intra-family dialogues and joint decision-making, targeting rural men to 
use delivery care services for their wives, improving accessibility of delivery care 
services, ensuring availabilities of medical supplies and drugs in health facilities at low 
or no cost, and promoting the establishment of saving and credit scheme for pregnant 
women to mitigate unexpected expenses associated with facility-based health care. 
Implementing such health promotion activities may lead to the mediating outcomes of 
improved employment opportunities, equal access to family assets, recognition of 
women’s unpaid work, improved intra-family dialogues and joint decision-making, 
improved accessibility of delivery care facilities, and the cost of transport, medical 
supplies and the need for family support mitigated. The mediating outcomes in turn 
would lead to enhanced perceived behavioural.  
 
The combination of improved perceived response efficacy, positive attitudes toward 
facility-based delivery, favourable subjective and enhanced perceived behavioural 
control will lead to developing the intention to deliver in a health care facility.  
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6.4.3.2   Health promotion at the intention level  
The second level of the framework focuses on the need to have a health promotion 
intervention in place at the intention level.  As described in the findings of the research, 
of the 213 respondents who had the intention to deliver in health care facilities, only 
49.8% succeeded in having facility-based delivery. The remaining ended up delivering 
at home. As evidenced by the study findings, even though women had the intention to 
deliver in health care facilities, they were unable to realise their intentions because of 
unpredictable life experiences that women did not have control over (like the sudden 
onset of labour) and clinical factors beyond women’s control (like the wrong estimation 
of due dates and poor labour management). For improving facility level services, a clear 
set of procedures for estimating due dates and proper management of labour, as well 
as enhancing staff competencies in this regard is the way forward. At community level 
the health promotion intervention involves counselling families, during antenatal care 
visits or during home visits, to develop pregnancy preparedness and complication 
readiness plan in order to mitigate unexpected labour and delivery complications. 
 
The combination of the health promotion activities at the intention level would lead to 
the mediating outcomes where expectant mothers have pregnancy preparedness and 
complication readiness plan in place and improved facility level services by developing 
staff competencies in estimating due dates and better labour management. The 
mediating outcomes at the intention level will lead to increased number of women who 
deliver in health care facilities. The increased number of facility-based deliveries will 
result in reduced maternal morbidity and mortality at community level. Individual and 
community level outcomes (increased facility-based delivery and decreased 
hospitalisation and maternal deaths) loop back to making facility-based delivery is a 
norm and persuade more women to have the intention to deliver in health care facilities. 
 
6.6       CONCLUSION  
This chapter presented the integrated framework for promoting delivery care seeking 
behaviour. It is intended that the framework will provide the health care system with a 
useful model for promoting facility-based delivery among women living in rural Ethiopia. 
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The conclusion, contributions, limitations and recommendations of the study will be 
presented in Chapter 7. 
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CHAPTER 7 
CONCLUSIONS AND RECOMMENDATIONS 
7.1        INTRODUCTION 
The chapter starts with presenting the research overview methodology followed by 
summary of the findings. It then presents the conclusion, and the study’s limitations.  
The last section of the chapter presents recommendations for future research. 
 
7.2        RESEARCH DESIGN AND METHOD  
This sequential mixed methods study had the aim of identifying factors affecting 
choices of place of delivery with the purpose of developing a framework for promoting 
facility-based delivery among women living in rural Ethiopia. 
 
The study formulated and statistically tested an integrated framework for identifying 
and explaining factors significantly influencing facility delivery among mothers living in 
rural Ethiopia. The framework combined variables from two recognized models -  the 
Theory of Planned Behaviour and the Protection Motivation Theory. 
 
As explained in chapter four, the integrated conceptual model applied in this study 
assumes that delivery care seeking behaviour of mothers living in rural Ethiopia is 
affected by perceived vulnerability, perceived severity, response efficacy, attitude, 
subjective norm and perceived behavioural control. In order to achieve the objective, a 
review of literature was done and was presented in Chapter two. Various models were 
compared and studies related to the topic were reviewed. From the review, it was 
understood that the Theory of Planned Behaviour and the Protection Motivation Theory 
were the most appropriate base models. 
 
The study employed explanatory mixed methods design comprising of four phases – 
the descriptive, explorative, meta-inference and development phases. The quantitative 
(descriptive) component was conducted first using a structured survey instrument to 
assess the variables in influencing facility-based delivery-care seeking behaviour. 
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Before to applying the structured data collection tool in the main study, pre-testing was 
done to spot any inaccuracies and confusion in order to minimize misunderstandings 
and misinterpretations (previously explained in Chapter 4).  
 
Three hundred eighty-nine responses were subjected to using SPSS version 23 and 
AMOS 23 statistical software.  The SPSS was utilised for analysing the descriptive 
statistics, identifying missing value and normality analysis.  For structural equation 
modelling, AMOS software was applied.  
 
The qualitative (explorative) component was conducted next by means of a semi-
structured personal interviews to explain the determinants that contributed to 
influencing facility-based delivery care seeking practices. Sixteen participants who 
were involved the first phase were selected and interviewed using a semi-structured 
open-ended question. Probes were provided for each question to clarify and urge 
elaboration. 
 
In the meta-inference phase, the interpretation and integration of findings is presented. 
Finally, in the development phase, a framework was developed from the influential 
cognitive variables that are identified in the quantitative phase and explained in the 
qualitative phase. 
 
7.3        SUMMARY AND INTERPRETATION OF THE RESEARCH FINDINGS 
Descriptive results showed that only 38.6% of the respondents delivered in health care 
facilities. The structural equation modelling analysis revealed that the final model 
explained 34% of the variance in intention and 24% of the variance in delivery care 
seeking behaviour. Response efficacy, attitude, subjective norm and perceived 
behavioural control constructs have positive and significant effects on intention; and 
intention has significantly positive effects on delivery care seeking behaviour. The 
paths linking vulnerability and severity to intention, and the path linking perceived 
behavioural control to behaviour were non-significant.  
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The findings from the qualitative data showed that mothers’ response efficacy was 
shaped by their confidence in the outcome, and the general suspicion among the 
respondents that doctors prefer to do caesarean section than assist vaginal delivery. 
Mothers attitude is a reflection of the quality of care and interpersonal relations with 
family members. Mather’s subjective norm is governed by their willingness to conform 
and availability of support during delivery. While mothers perceived behavioural control 
is a function of access to services, decision making power, and financial barriers. 
 
7.4        CONCLUSIONS 
Despite the efforts by the government to make delivery care services available and 
accessible in rural Ethiopia, achievements fall short of the expected results.  The 
decision where to deliver encompasses intricate balance between power relationships 
between couples, confidence in outcomes, social norms and couple communication 
among others. The current study illustrated that the majority of women in the study area 
continued to deliver at home, making themselves at risk of dying from pregnancy 
related causes. As highlighted by the key findings from the mixed methods study, the 
most influential factors in predicting and explaining delivery care seeking behaviour 
(through the mediating effects of behavioural intention) are response efficacy, attitude, 
subjective norm, and perceived behavioural control which were shaped by mothers’ 
confidence in the outcome, quality of care, interpersonal relations with family members, 
willingness to conform, access to services, and their decision making power.  
 
In summary, a clear set of antecedents for delivery care seeking, which can explain 
mothers’ intention to facility-based delivery and place of delivery was brought out and 
the empirical validation of the proposed integrated model was successfully assessed.   
 
7.5        RECOMMENDATIONS 
Although the study has formulated a framework that may provide a structured approach 
to promote facility based delivery, several areas need to be explored. 
 Findings are limited in scope and apply only to facility-based delivery care; 
forthcoming studies may apply a similar study in other behavioural domains. 
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 It would be exciting for upcoming studies to focus on testing the applicability 
of the framework in other geographic and social contexts. 
 Limited researches in Ethiopia have applied structural equation modelling. It 
is suggested that academics should utilise this statistical software as it allows 
multifaceted behaviours to be modelled and verified. 
 The path analysis results of the full structural model in this study demonstrated 
that intention explained 24% of the variance in behaviour. This shows that 
some important factors related to delivery care seeking behaviour may not be 
appropriately captured by the model. Thus, more investigations are warranted 
to capture these predictors.   
 
7.6        CONTRIBUTIONS OF THE STUDY 
This study has made contributions as presented below. 
 
7.6.1    Theoretical implication 
First, the study utilised a mixed-methods approach that maximised the strengths of 
each research methodology. The use of the quantitative phase provides the opportunity 
to generalise the findings while the qualitative phase provides the platform for 
explaining factors identified in the quantitative phase. 
 
Second, this research applied an integrated conceptual model derived from the Theory 
of Planned Behaviour and the Protection Motivation Theory in a new context of delivery 
care. The success of applying the integrated theoretical model is apparent from the 
results this study. Thus, the blending of Theory of Planned Behaviour and Protection 
Motivation Theory constructs is both theoretically plausible and empirically reasonable. 
 
Third, the comprehensive framework created in his study could be applied for other 
health related behaviours.  
 
7.6.2   Programmatic Implications 
The following programmatic implications are forwarded. 
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 Despite the determination of the government of Ethiopia to scale up health 
service coverage, Ethiopia has an alarmingly high rate of maternal deaths. 
Given the large investment in promoting facility based delivery, an 
understanding of the issues influencing decisions of place of delivery is useful 
for the health sector to prioritise resources in an effective way.  
 This study developed an integrated framework that would help health promotion 
practitioners to understand what issues mothers factor in when deciding where 
to deliver their next child. The framework has the potential to be integrated into 
the process of addressing the challenges relating to the low level of facility-
based delivery. 
7.7        LIMITATIONS OF THE STUDY 
Although the findings are useful, the study has the following limitations.  
 
First, a self-reported measure assessing a behaviour may contribute to over-report due 
to desirability bias.  
 
Second, the data was collected retrospectively and, therefore, recall bias could not be 
ruled out. 
 
Third, the samples constitute restriction on demographic diversity as all the survey 
respondents were taken from a single district. 
 
Fourth, the study employed an explanatory sequential mixed method design, and 
therefore, the causal inferences about the relationships among variables cannot be 
legitimately offered. 
 
Fifth, the modified structural model explained 24% of the variance in behaviour and 
34% of the variance in behavioural intention. Further research is required to identify the 
unexplained variances.  
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Sixth, service providers were not included in this study. Therefore, their perspectives 
were not explored.  
 
7.8        CONCLUDING REMARKS 
This section will present the reflection of the researcher and the final concluding 
remarks. 
 
7.8.1     Reflection of the researcher 
Regarding the entire progression of the thesis, it ought to be emphasised that the 
overall process was challenging as it was thrilling. In general, I very happy learning 
about the perspectives of mothers living in rural Ethiopia and the difficult situations they 
are in when deciding their places of delivery, because this specific issue remains a 
continuing challenge for the country. In the qualitative part of the study, the mothers 
provided insight that that was very difficult obtain from merely exploring the numbers in 
the quantitative data.  
 
I would also like to reflect upon the multiphase methodology. This study was split into 
four phases to manage the complexity of the research problem. I could reflect very 
positively upon this decision, as my impression has been that it allowed the study to 
deal with each phase in detail. 
 
While thinking of my direct experience gained from working on this thesis, I really 
relished the process. I spent a lot of hours analysing and interpreting the data. My take 
away is that determination pays. 
 
I would also like to mention that Professor Hattingh’s comment and direction was 
necessary in pinpointing which parts of my thesis were satisfactory and which were 
not. This helped me getting more understanding of the topic of my study. 
 
Overall, my impression is that study process has been treasured and gratifying. The 
feel-good factor will remain long as I prepare myself for my future endavours. 
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7.8.2     Final conclusion 
Child delivery poses a risk for the life of a mother. It also presents a critical time of 
opportunity for improving maternal health. Promoting facility-based delivery at scale is 
necessary to reduce maternal morbidity and mortality.  
 
Considering the increasing concern about the large proportion of mothers living in rural 
Ethiopia who are still delivering at home, the study presents a definite progress towards 
providing a framework for promoting facility based delivery.  
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Annexure I: Informed consent form  
Dear respondent: my name is ___________________ and I am here on behalf of a registered 
Public Health expert (student) named Mr. Wossen Negash who is conducting a research for 
his PhD degree at the University of South Africa (UNISA). I am collecting data for his research 
which focuses on delivery care seeking of pregnant women. You are selected for this the study. 
We would appreciate your assistance in completing this questionnaire. The information you will 
provide may not have direct benefit to you now but is extremely important to inform policy 
makers and programme designers to formulate interventions to improve delivery care seeking 
practices in Ethiopia. 
Oromia Health Bureau has approved the study. You will not be exposed any physical or 
psychological harm because of your participation in this study. Your name will not be 
documented on the questionnaire and the information you give will be kept strictly confidential 
and will not be shared to anyone without your consent. You are free to participate in the study 
and you are free to withdraw from the study at any time without any consequences. 
The interview will last for about 30 minutes. You have the right not to answer any question that 
you are not comfortable about. 
Do you have any question which you wish me to clarify? If at any time you have any question 
to ask, please contact: 
Mr. Wossen Negash, Mob.: +251911605813  Email: wossenassefa@yahoo.com 
 
Are you willing to participate? Yes/No 
If you are willing to participate in the study: 
Sign here: ___________________________     Date: _______________________ 
 
Thank you for your time.  
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Annexure J: Informed consent form in Afaan Oromo language 
Ibsa Hayyamamaa ta’uu fi Qabxilee barbbachisoo.  
Maqaa Projectii: Haala walii gala jijjirama amaala fedhi dahumsa qabachuu dubartoota ulfa madiyyaa 
Etiyoophiya.  
Ani maqaan koo_________________________jedhama, kanan bakka bu’ees nama obbo Wasen 
Negash jedhamu kan Ogummaa fayaa Hawassan bekkamti qabu, yoo ta’uu innis Barata Universitii 
Afrikaa kibbaa (UNISA) ti. Aniis ragaalee ijjirama amala kan durtoota ulfaa badiyyaa irrattti xiyyeffate 
kanan funaanu yo ta’u, inisis dhimmi kana irrattii akka ragaa keennitutti isin filadhe. Gaffi kana naaf 
gutuuf heyyamama ta’uu keessaniff isin galateeffadha. Yaada isii nuuf laattani kallattidhan kan isin 
fayyaduu yoo ta’uu baateyyuu, qophaa’ina  tarsiimoo fi sagantaa irratti galuu haalan barbachisaa dha. 
Biiroon Fayya Oromiyaa qoranno kana hayyamee jira.  
Gaafiiwwan armaa  gaditti ka’ame hirmanan koo barbachisa ta’u isaatti fi Iciitin koo egamaa, akkasumas 
qo’annoo kanaaf qofa kan olluu ta’u isaa hubadheen jira. Qoranno kana irratii hirmachuu kessanif 
midhaan qamaas ta’e xiin-sammuu isirra gahuu gonkuma hin jiru.  
Kanaafuu, qo’anno kana irraati feedhan hirmachun kiyyaa fi haala guuca kana irratti waligaluu koo 
mallattoo kiyyaan ni mirkaanesa. Dabaalatanis maqan koo kan hin gafatamne fi hin barreeffamne waan 
ta’eef akkasumas hirmaachu dhisuun ykn yeroon barbaadeeti addan kutuuf mirgii koo kan egamee 
dha.Hirmaana kiyyaafikennaan addaa ta’e akkaa naa hin kenamne fi hirmaachuu dhisuu kootin midhaan 
akka narraa hin genyees hubadheen jira. 
Kutaa A. Haala walii gala yoo ta’uu kutaa B’n immoo jijjirama amalaa irratti xiyyeffata. Walumaa galatti 
sa’atii walakkaa kan fudhatu yoo ta’uu , gaaffi deebisuu hin barbaanne yoo jiraatee debisuu dhabuun 
mirga guutuu keessani. Waanti ifaa hin ta’iin yoo jiraate na gaafadha. Yeroo kanis yoo yaadaa fi gaaffii 
qabaattan karaa lakkofsa bilbila asi gain isaan argattu.  
 Obbo.Wossen Assefa, Lakk.Bilb.: +251911605813, Email: wossenassefa@yahoo.com 
Hayymamaa dha?  Eyyee___________, Miti___________, yoo hayyamaama taatan bakka duwwaa 
kana irratti mallatteessaa___________________. Galatoomaa.  
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Annexure K: Structured questionnaire for quantitative data collection 
 
INSTRUCTIONS FORDATA COLLECTORS FOR COLLECTING DATA ON 
" DEVELOPMENT OF AN INTEGRATED FRAMWORK FOR DELIVERY CARE 
SEEKING BEHAVIOUR AMONG PREGNANT WOMEN IN RURAL ETHIOPIA" 
 
1. Collect data for each question. 
 
2. Fill each question by circling the chosen option by the respondent and fill in the 
responses for the information asked in the provided space. 
 
3. You are requested to complete ALL the sections. 
 




Case identification number: ___________________________ 
Date of visit: ________________   Data collector’s name: ______________________ 
Screening Questions 
1. Are you between the ages of 15-49 years: Yes/No 
2. Did you give birth in the last year: Yes/No 
3. Had you been residing in this district for at least one year: Yes/No 
If the answer is “YES” to all of the three questions, please proceed to next 
page. 
If the answer is “NO” to any of the above three questions, please thank the 
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Item # Section A; Background Information 
B1 Contact Information 1 Region _____________ 
2 Woreda (district) _____________ 
3 Kebele _____________ 
4 House # _____________ 
5 Mobile (for follow up 
interview) 
_____________ 
B2 Age _____________ Years 




B4 Level of education 1 No formal education 
2 Primary education 
3 Secondary education 
4 College education 
B5 Religion 1 Christian 
2 Muslim 
3 Others, specify 
________________________ 
B6 Employment status 1 Employed 
2 Unemployed 
3 Others, specify 
________________________ 
B7 How much is your 
family’s monthly 
income?  
_____________ Birr per month 
B8 How many children 
do you have? 
_____________ children 
B9 Did you make 
antenatal care visits 
during your most 
recent pregnancy? 




B10 Number of 
antenatal care visits 
for the most recent 
delivery. _____________ times 
B11 Were there health 
facilities in your 
vicinity that provide 
antenatal care 
services for the 
1 Yes 
2 No 




B12 In your opinion, was 
a comprehensive 
ANC service 
provided by the 
person who 




B13 For the most recent 
pregnancy, did you 
have emergency 









B14 How far was the 
nearest health 
facility that provide 
delivery care 
services for the 
most recent 
pregnancy? _____________ km 
B15 Where was your 
place of delivery for 
the most recent 
pregnancy ? 
1 Health facility 
2 Home 
B16 Did pregnancy 
complications occur 









3 Uterine rupture 
4 Prolonged labour 
5 Obstructed labour 
6 Hypertension 
7 Others, specify 
________________________ 
B18 If you delivered at 
home, who 
delivered the baby 
(go to Q 20) 
1 Traditional birth attendant 
2 Family/relatives 
3 Traditional birth attendant 
4 Neighbours 
5 Others, specify 
________________________ 
 237  
 
B19 If you delivered at a 
health facility, who 
delivered the baby 
1 Health extension worker 
2 Nurse 
3 Health officer 
4 Doctor 
5 Others, specify 
________________________ 
B20 Whom did you 
prefer to deliver the 
baby? 
1 Traditional birth attendant 
2 Family/relatives 
3 Traditional birth attendant 
4 Neighbours 
5 Health extension worker 
6 Nurse 
7 Health officer 
8 Doctor 
9 Others, specify 
________________________ 
                  
  Section B: Measurement of BEHAVIOUR  
BEH Place of delivery for 
the most recent 
pregnancy. 
1. Home 
2. Health facility 
                  
  Section C: Measurement of INTENTION  
INT1 During my most 
recent pregnancy, I 
wanted to deliver in 
a health facility. 
Strongly 
disagree 
1 2 3 4 5 Strongly 
agree 
INT2 During my most 
recent pregnancy, I 




1 2 3 4 5 Strongly 
disagree 
INT3 During my most 
recent pregnancy, I 
intended to deliver 
in a health facility. 
Strongly 
disagree 
1 2 3 4 5 Strongly 
agree 
INT4 During my most 
recent pregnancy, I 




1 2 3 4 5 Strongly 
disagree 
                  
  Section D: Measurement of PERCIEVED VULNERABILITY 
VUL1 During your most 
recent pregnancy, 
what did you think 






1 2 3 4 5 Very high 
risk 
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VUL2 Personally, how 
vulnerable were you 
to develop 
complications 
during your most 
recent delivery?  
Not at all 
vulnerable 
1 2 3 4 5 Extremely 
vulnerable 
VUL3 Compared to other 
women, I felt that 




during the most 
recent delivery 
were: 
Much lower 1 2 3 4 5 Much 
higher 
VUL4 My past 
experiences made 
me believe that I 
was not likely to 
develop 
complications 




1 2 3 4 5 Strongly 
disagree 
VUL5  Since I did not 
have pains or 
symptoms, there 
was no need to 
deliver in a health 





1 2 3 4 5 Strongly 
disagree 
                  
  Section E: Measurement of PERCIEVED SEVERITY 
SVR1 During your most 
recent pregnancy, 
how serious did you 
think were delivery 
complications?  
Not at all 
serious 
1 2 3 4 5 Extremely 
serious 
SVR2 If I had delivery 
complications 
during my most 
recent delivery, it 
would have 
interfered with my 




1 2 3 4 5 Strongly 
agree 
SVR3 If I had delivery 
complication during 
my most recent 
delivery, it would 
not have interfered 
with my family’s 




1 2 3 4 5 Strongly 
disagree 
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SVR4 The thought of 
developing 
complications 
during delivery was 
scaring me.  
Strongly 
disagree 




not considered as 




1 2 3 4 5 Strongly 
disagree 
                  
  Section F: Measurement of RESPONSE EFFICACY 
REF1 To what extent 
delivering in health 
facility would have 
helped you to 
reduce the risk of 
complications of 
delivery? 
Not at all 
helpful 
1 2 3 4 5 Greatly 
helpful 
REF2 During delivery, to 
what extent are 
facility-based 
services better than 
traditional services. 
Not at all 
better 
1 2 3 4 5 Far better 
REF3 How effective did 
you feel delivering 
at home would be 
for reducing your 
risk of developing 
complications  




1 2 3 4 5 Extremely 
ineffective 
REF4 How confident were 
you that any 
delivery 
complications would 
be detected and 
treated effectively in 
a health facility?  
Not  at all 
confident 
1 2 3 4 5 Extremely 
confident 
REF5 By careful choice of 
a health facility, 
how effective would 






1 2 3 4 5 Extremely 
effective 
                  
  Section G: Measurement of ATTITUDE  
ATT1 For me, the thought 
of delivering in a 
health facility during 
my most recent 
pregnancy was: 
Harmful 1 2 3 4 5 Beneficial 
ATT2 Bad 1 2 3 4 5 Good 
ATT3 Unpleasant 1 2 3 4 5 Pleasant 
ATT4 Useless 1 2 3 4 5 Useful 
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ATT5 Foolish 1 2 3 4 5 Wise 
ATT6 Undesirabl
e 
1 2 3 4 5 Desirable 
                  
  Section H: Measurement of SUBJECTIVE NORM  
SNO1 Most people who 
are important to me 
thought that I 
should not  deliver 
in a health facility 




1 2 3 4 5 Strongly 
disagree 
SNO2 It was expected of 
me that I delivered 
in at home during 
my last pregnancy. 
Strongly 
agree 
1 2 3 4 5 Strongly 
disagree 
SNO3 The people in my 
life whose opinions 
I value approved of 
my delivering in a 
health facility during 




1 2 3 4 5 Strongly 
agree 
SNO4 I did feel under 
social pressure to 
deliver in a health 




1 2 3 4 5 Strongly 
agree 
SNO5 Many people like 
me delivered at 





1 2 3 4 5 Strongly 
disagree 
                  
  Section I: Measurement of PERCIEVED BEHAVIOURAL CONTROL 
PBC1 For me to deliver in 
a health facility 





1 2 3 4 5 Very easy 
PBC2 The decision to 
deliver at home was 
beyond my control. 
Strongly 
agree 
1 2 3 4 5 Strongly 
disagree 
PBC3 During my most 
recent pregnancy, I 
was not sure that I 
would deliver in a 
health facility.  
Strongly 
agree 
1 2 3 4 5 Strongly 
disagree 
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PBC4 There were many 
circumstances 
outside my control 
that prevented me 
from delivering in a 
health facility.  
Strongly 
agree 
1 2 3 4 5 Strongly 
disagree 
PBC5 If I had the 
opportunity and 
resources, I would 
have loved to 




1 2 3 4 5 Strongly 
agree 
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Annexure L: Structured questionnaire in Afaan Oromo language 
 
B1 Odeeffannoo 1 Naannoo 
2 Aannaa 
3 Ganda 
4 Lakk.Mana                    Hordofani Bilbilan gaaffiif 
deebii taasisu. 
5 Hordofani bilbilan gaaffif deebii taasisu 
B2 Umri _____________ Wagga 
B3 Haala fudhaaf heeruma 1 Kan kana duraa hin fuune (Takka hin fuune) 
2 Kan fuudhe/heerumte 
3 Kan waal hikkaan 
4 Jarsii kan jala du'e 
B4 Sadarkaa Barumsa 1 Barumsa idillee kan hin baranne 
2 Sadarka tokkoffaa 
3 Sadarkaa Lammaffaa 
4 Sadarkaa ol aannaa 
B5 Haala Hojji 1 Kan hojji qabu 
2 Kan hojji hin qabne 
3 Kan birro ,kan ibsamu. 
B6 Ji'an mallaqa hangamitu 
maati keetif  gala? 
Mallaqa hanga ji'an argamu 
B7 Ji'an mallaqa hangamitu 
maati keetif  gala? 
Da'immaan  qofa. 
B8 Ulfa kee kan dhihoo irraati  
hordoffi tajaajila yeroo ulfaa 
kan deya duraa  gootee? 
1 Eyyee 
2 Lakki 
B9 Ulfa kee kan yeroo mayii 
irraati yeroo meeqa hordofi 
tajaajila fayyaa kan deya 
duraa goote? 
   Yeroo meeqa  
B10 Ulfa kee kan yeroo dhihoo tiif 
dhabbatni fayyaa tajaajila 
deya duraa dhihoo keetti 
laatu nijira nituree? 
1 Eyyee 
2 Lakki 
B11 Akka hubanno keetitti, 
ogeessi ulfa kan kee kan 
yeroo dhihoo sitajaajile 
tajaajilla geyaa fi guutuu kan 
yeroo ulfaa kan siif laate sitti  
fakaataa?  
1 Eyyee 
B12 2 Lakki 
B13 Ulfa  kan kee yeroo dhihoo 
irratti silaa haali hamaan si 
1 Eyyee 
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mudate ture , tajaajilla yeroo 
hatattamaa hubanno kee 
keessa ni galchita turee?  
2 Lakki 
B14 Tajaajillii fayyaa ANC 
dhiyenyatti ulfa kee yeroo 
dhihootif siif kennameera?     
1 Eyyee 
2 Lakki 
B15 Ulfaa yeroo amma kana 
essaatti dahu barbaada? 
1 Mana 
2 Buufata fayyaa 
B16 Rakkoon yeroo ulfaa sii 
mudaate ibsuu dandeeta?     
1 Lakki 
2 Eyyee 
B17  Gosa rakkoowwan ulfaa jiran  
keessa isa kam akka 
muxxannotti fudhatte? 
1 Ulfa addan kutuu 
2 Yaa'umsa dhiga 
3 Dhohinssa gadameessa 
4 Ciniinsu dheeressuu 
5 Ciniinsu addan kutu  
6 Dhiibbaa dhiga  guddaa 
7 Ibsaa,Kan biroo 
B18 Yerroo manatti dessutti 
enyutu da'ima kee fuudhe? 
1 Kara adaattiin desifitun guyyaa dhaloota irraatti 
argamu. 
2 Maati(Abba mana ,Hadhaa mana,Hadhaa, 
Abbaa,Seeran) 
3 Firoota(kan akka Essuuma,Adadaa) 
4 Ollaa 
5 Ibsaa kan biroo 
B19 Yeroo mana yaalatti deesu 
enyutu  sii desissee ? 
Da'immaa deesse enyutu 
geese? 
1 Hojjettu Extenshinii Fayyaa 
2 Narsii 
3 Qondaala Fayyaa 
4 Doktaara 
5 Ibsaa,Kan biroo 
B20 Enyu akka da'ima kee fuudhu 
filatta ? ( eengu akka 
sideesisu filatta)  
1 Kara adaattiin desiftun guyyaa dhaloota irraatti 
argamu. 
2 Maati(Abba mana ,Hadhaa, Abbaa,Seeran) 
3 Firoota(kan akka Essuuma,Adadaa) 
4 Ollaa 
5 Hojjata/tu buufata fayyaa 
6 Narsii 
7  Qondaala Fayyaa 
8 Doktaara 
9 Ibsaa,Kan biroo 
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  Kutaa B:Safartuu Amalaa 
BEH Ulfa yeroo dhihoo bakka 
itti deesse 
1. Mana 
2.Galtewwaan Fayyaaf barbachisaan 
                  
  Kutaa C:-Safartuu Yaadaa/Fedhinnaa/ Hawwi 
INT1 Yemmuu ulfa kiyya kan 
xumuraa,buufata yaalatti 
dahuu baarbaaden ture 
Sirritti 
morma        
1 2 3 4 5 Sirrittin walii 
gala 






1 2 3 4 5 Sirrittin walii 
gala 
INT3 Yeroo ulfa kiyya kan 
xumuraa,buufata yaalatti 
dahuuf yaaden ture 
Sirritti 
morma 
1 2 3 4 5 Sirrittin walii 
gala 





1 2 3 4 5 Sirrittin walii 
gala 
                  
  Kutaa D:Safartuu wanta miidha fidu malanii  hubachuu 
VUL1  Akka yaada keetitt yoo 
manatti deesse haala 
rakkoo wal xaxaa keessa 





1 2 3 4 5 Balaa baay'ee 
ol aana 
VUL2 Akka nama tokkooti 
hangam takka wantoota 
ulfa walxaxsiisuu 
yookaan yeroo deyoomsaa 
lubbuu nama dabarsuu 





1 2 3 4 5 Sirritti miidha 
geessisa 
VUL3 Dubartoota biroo waliin 
wal bira qabuun,carraan 
rakkoon yeroo ulfaa 
mudatamuun qabamuu 
ykn yeroo dahuumsaatti 
du'uu  gehu malan :  
Baay'ee gad 
aana 
1 2 3 4 5 Baay'ee ol 
aana 
VUL4 Muuxannon kiyya kan 
darbe irraa, ulfa kiyya 
kan xumuraarratti 
rakkoo ulfaa walxaxa 
tasiisuu malan kan na 
hin mudanne tahuu 
hubadheen jira  
Sirritti 
morma 
1 2 3 4 5 Sirritti walii 
gala 
VUL5 Amma dhukkubbi natti 
hin dhagahamu ykn 
mallattoo dhukkubbi hin 
qabu, tanaaf jecha 




1 2 3 4 5 Sirritti walii 
gala 
                  
  Section E: Measurement of PERCIVED SEVERITY  Kutaa E:Safartuu hubannoo of eggumsa yookaan 
miidhamaa/ hameenyaa) 
SVR1 Akka yaada keetiitti 
rakkoon fayyaa  




1 2 3 4 5 Baay'ee 
baay'ee jabaa 
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SVR2 Akka yaada keetitti 
rakkoon waytii ulfaa 
hammam jireenya kee 
gaggessa turtetti irratti 
gufuu sitti tahe? 
Hundaa miti 1 2 3 4 5 Baay'ee 
baay'ee 
SVR3 Akka yaada keetiitti 
rakkoowwan waytii ulfaa 
ykn duuti hammam 
maati jireenya kee 
keessaatti gaaggeessaa 
turan gufachiisse.  
Hundaa miti 1 2 3 4 5 Baay'ee 
baay'ee 
SVR4 Qaama saala(wal 





1 2 3 4 5 Guutumaan 
guutuutti 
qaanessa miti 






1 2 3 4 5 Sirritti walii 
gala 
                  
  Kutaa F:Safartu bu'a qabeessummaa deebii laachuu 
REF1 Buufata fayyaatti 
dahuun sadarkaa 
hammamitin 
rakkoowwan wal xaxaa 
ykn du'a waytii 
dahuumsa hir'isu 
dandaha? 
Hundaa miti 1 2 3 4 5 Guddinaan 
REF2 Buufata fayyaa keessatti 
dahuun rakko wal xaxaa 
fi du'a yeroo dahuumsaa 
hir'isuuf bu'a 
qabeessummaa tahuu 
isaa sitti dhagahama? 
Hundaa miti 1 2 3 4 5 Baay'ee 
baay'ee bu'aa 
qabeessa 
REF3 Yoo buufata yaalatti 
deesse rakoowwan wal 
xaxaan kamiiyyuu akka 




Hundaa miti 1 2 3 4 5 Baay'ee 
baay'ee kan 
ofitti amanatu 
REF4 Bakkan itti dahu of 
eggannon 
karoorfachuun,rakoowwa
n wal xaxaa kanaan wal 
qabatanii dhufan 
too'achuu ni danda'a. 
Sirritti 
morma 
1 2 3 4 5 Sirritti waali 
galu 
REF5 Facility based delivery 




lubbuu koo na baraara. 
Not at all:-
Hunda miti 
1 2 3 4 5 Greatly:-
Guddinaan 
                  
  Kutaa G: Safarttuu Ilaalchaa 
ATT! Anaaf yeroo ulfa kiyya 




1 2 3 4 5 Baay'ee bu'a 
qabeessa 




1 2 3 4 5 Gammachiisa 













1 2 3 4 5 Kan namatti 
tolu 
                  
  Kutaa H:Safartuu qabiyyee barmaatile 
SNO1  Yoo gara bakka 
dahuumsa dhuftu wanta 
haati abba warra kooti 
gochuu qabda jettee 
yaadu hagam 
raawwatta?) 
Hundaa miti 1 2 3 4 5 Baay'ee gaarii 
SNO2 Yoo gara bakka 
dahuumsa dhuftu wanta 
abbaan kee gochuu qabda 
jedhee yaadu hagam 
raawwatta?) 
Hundaa miti 1 2 3 4 5 Baay'ee gaarii 
SNO3 Yoo gara bakka 
dahuumsa dhuftu wanta 
abbaan amantaa kee 
gochuu qabda jedhee 
yaadu hagam 
raawwatta?) 
Hundaa miti 1 2 3 4 5 Baay'ee gaarii 
SNO4 Ogeeyyin fayyaa akkan 
buufata fayyaatti dahu 
qabu  narraa eegu 
Hundaa miti 1 2 3 4 5 Baay'ee gaarii 
SNO5 Manatti akkan dahu 
hawaasni dhiibba 
narratti taasise jira 
Hundaa miti 1 2 3 4 5 Baay'ee gaarii 
                  
  Section I: Measurement of PERCIEVED BEHAVIOURAL CONTROL (Kutaa I:Safartuu hubannaa amala 
too'achuu 
PBC1 Murteen buufata 
fayyaatti ykn manatti 




1 2 3 4 5 Sirritti walii 
gala 
PBC2 Murteen buufata 






1 2 3 4 5 Sirritti walii 
gala 
PBC3 Buufata fayyaatti ykn 
manatti dahuu danda'uu 




miti    
1 2 3 4 5 Baay'ee 
baay'ee 
waaligala 
PBC4 Haalonni too'annaa 
kootin ala ta'an  Buufata 
fayyaatti dahuu na 
dhoorkan ni jiru ture. 
Sirritti 
morma      
1 2 3 4 5 Sirritti walii 
gala 
PBC5 Yoo carraa fi qabeenya 
qabaadhe buufata 





miti    
1 2 3 4 5 Baay'ee 
baay'ee 
waaligala 
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Annexure M: Semi-structured interview guide for qualitative data collection 
 
1. Background information 
a. Age: _________________ 
b. Distance from delivery care service: _________________ 
c. Number of antenatal care visits: ____________________ 
d. Number of children: _____________________________ 
e. Place of delivery: _______________________________ 
 
2. Before interview 
a. Ensure recorder works 
b. Explain purpose of interview is to explore factors that influence maternal delivery care seeking 
behaviour 
c. Obtain written consent 
d. Explain ground rules 
i. Confidentiality of what is said in the interview 
ii. The transcripts will be anonymous and any quotes used will be anonymous 
e. Switch the recorder on 
f. Focus the participant’s thought by reading out the statement below. 
 
3. Think about your most recent delivery…. 
a. Did you think that you were at risk of developing complications? Why? 
b. How did you feel about the seriousness of developing delivery complications? 
c. How effective did you feel delivering in a health facility would be for reducing your risk of developing 
delivery related complications? 
d. What do you think were the advantages/good things of delivering in a health facility? 
e. What do you think were the disadvantages/bad things of delivering in a health facility? 
f. Which individuals or groups approved of your delivering in a health facility? 
a. Which individuals or groups disapproved of your delivering in a health facility? 
g. What factors or circumstances made it easy (for those wo delivered in a health facility) for you to 
deliver in a health facility? 
h. What factors or circumstances made it difficult (for those who delivered at home) for you to deliver in a 
health facility? 
i. Did you deliver your last child where you intended to deliver (in a facility or at home)? If not, why? 
 
4. General prompts 
This is a topic guide, please use general prompts below to help clarify what mothers say. 
 Can you give me an example? 
 Can you explain that a bit more? 
 
5. Exit questions 
 I there any information missed that you would like to add? 
 Did you understand all questions? 
 Would you mind being contacted to clarify any of your statements? 
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Annexure N: Semi-structured interview guide in Afaan Oromo language 
 
Qajeelfama Gaaffilee oddeffannoo funaanu kan walakkaan qopha’ee  
6. Background information 
Odeeffannoo bu’uraa 
a. Age: _________________ 
Umurii______________ 
b. Distance from delivery care service: _________________ 
Fageenyaa tajaajila da’umsaa ______________________ 
c. Number of antenatal care visits: ____________________ 
Lakkoofsa tajaajila da’umsa duraa hordofte___________________ 
d. Number of children: _____________________________ 
Bay’ina daa’immanii_______________________________ 
e. Place of delivery: _______________________________ 
Bakka da’umsaa __________________________________ 
 
7. Before interview 
Gaaffilee duraa  
a. Ensure recorder works 
Sagalee waraabduun akka hojjetu mirkaneeffadhu________________________ 
b. Explain purpose of interview is to explore factors that influence maternal delivery care seeking 
behaviour 
Gaaffi calqabuun duraa, Kaayyoon gaaffichaa dhimmoota amala fedhii tajaajila da’umsa haadholee 
jijjiiran maal fa’aa akka ta’e addaan baasuu akka ta’ee ibsiif.  
c. Obtain written consent 
Heeyyama barreffama irra fudhu   
d. Explain ground rules 
Heerota bu’uraa ibsiif  
i. Confidentiality of what is said in the interview 
Iciitiin wantootaa as keessatti ka’an hundi ni eegama.  
ii. The transcripts will be anonymous and any quotes used will be anonymous 
Sagaleen yeroo hiikamu maqaa hin qabaatu, jechamnis akkasuma.  
e. Switch the recorder on 
Sagalee warabduu bani 
f. Focus the participant’s thought by reading out the statement below. 
Himoota armaan gadii dubbisuudhaan, yaadotaa hirmaataa irratti xiyyeffadhu.  
8. Think about your most recent delivery…. 
Da’umsa kee yeroo dhihoo yaadi,  
a. Did you think that you were at risk of developing complications? Why? 
Balaa da’umsaan wal-qabatuu na quunnama jettee yaddoftee turtee? Maalif?  
b. How did you feel about the seriousness of developing delivery complications? 
Cimina balaa da’umsa waliin qal-qabatuu akkamitti hubattaa?  
c. How effective did you feel delivering in a health facility would be for reducing your risk of developing 
delivery related complications? 
Tajaajila fayyaa keessatti da’uun , balaa da’umsa waliin qal-qabatuu hir’isuu irratti hammam bu’aa 
qabeessa  jettee yaadda?  
d. What do you think were the advantages/good things of delivering in a health facility? 
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Tajaajila fayyaa keessatti da’uun, faayidaa hammamii qaba jettee yaadda?  
e. What do you think were the disadvantages/bad things of delivering in a health facility? 
Tajaajila fayyaa keessatti da’uun, midhaa hammamii qaba jettee yaadda? 
f. Which individuals or groups approved of your delivering in a health facility? 
Tajaajila fayyaa keessatti da’uukeef, eenyu fa’atuu/faatuu hayyamaa?  
g. Which individuals or groups disapproved of your delivering in a health facility? 
Tajaajila fayyaa keessatti da’uukeef, eenyu fa’atuu/faatuu  dhorkaa?  
h. What factors or circumstances made it easy (for those wo delivered in a health facility) for you to 
deliver in a health facility? 
Siin dabalatee namootaa Tajaajila fayyaa keessatti dahaniif, haalli mijataan maalii?  
i. What factors or circumstances made it difficult (for those who delivered at home) for you to deliver in a 
health facility? 
Siin dabalatee namootaa Tajaajila fayyaa keessatti dahaniif, haalli ulfaataan maalii?  
j. Did you deliver your last child where you intended to deliver (in a facility or at home)? If not, why? 
Daa’ima kee yeroo dhihoo dessee bakka yaddetti (tajaajila fayyaa yookaan mana) dessee? Yoo miti 
ta’ee maalif?  
9. General prompts 
Kaka’insa walii galaa.  
This is a topic guide, please use general prompts below to help clarify what mothers say. 
Qajeelfama: Wantoota haadholeen jedhan addaan bassuf, Kaka’insa walii gala kana fayyadami.  
 Can you give me an example? 
Fakkeenyaa naaf kennuu dandeessaa?  
 Can you explain that a bit more? 
Kanaa olitti xiqqoo ibsuu dandeessaa?  
10. Exit questions 
Gaffii xumuraa.  
 I there any information missed that you would like to add? 
Odeeffannoon ati hafee jettu ni jiraa?  
 Did you understand all questions? 
Gaaffilee hundaa hubattee?  
 Would you mind being contacted to clarify any of your statements? 
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Annexure O: Complete framework for promoting delivery care seeking 
behaviour 
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Annexure Q: Turn-it-in Software Originality Report 
 
 
